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The National Health Act 


Statements Presented before the Sub-Committee of the Senate 


Committee on Education and Labor, June 1, 1939 


L For the National Catholic Welfare Conference 


FOR a decade now the nation is suffering economic 
distress. Widespread suffering has quickened interest 
in widespread relief. 

The bill before us emphasizes the need for relief 
in the field of medical care. Based on the present 
emergency it proposes a national health program as a 
permanent policy and would bring to the support of 
that policy the power to tax of both federal and state 
governments. 

We are acutely aware that elements contributing 
to human welfare are not available equally to all. In 
the health field, particularly, existing wide discrepan- 
cies are said to constitute an unnecessary waste of 
human resources, and thus result in detriment to 
general well-being. 

In our country the elements contributing to human 
welfare have been developed historically not by the 
efforts of political authority alone. Our present stand- 
ards of culture, and particularly in the field of medical 
care, are the achievement not of government alone, but 
rather of society, as distinct from government, work- 
ing through a co-operative partnership of governmental 


and non-governmental agencies to meet the social need. 


Liberty under constitutional law and a spirit of co 
operation animating government and civic associations 
has been a powerful factor for good in the process of 
national development. This is true particularly in 
elements which promote general well-being by pro- 
tecting health and providing medical care; and 
through it splendid educational institutions, hospitals 
and health centers, welfare and nursing associations, 
medical and hospital societies, unexcelled anywhere, 
have been developed. 

In this characteristic of American culture the 
Church has found an opportunity for the expression 
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of her supernatural charity, applied in the relief of 
human needs through the exercise of the corporal 
and spiritual works of mercy. To this end she has 
been encouraged to found agencies varied in char- 
acter and in great numbers to carry on her mission of 
service. 

In all ages of the Church, men and women have 
sacrificed their all to dedicate their lives to super- 
natural charity. 

In our own United States at present more than thirty 
thousand Sisters and Brothers in more than seven 
hundred hospitals and three hundred related agencies 
are carrying out the social program of the Church in 
health service to approximately two million patients 
each year. The effectiveness of that service is derived 
no less from lofty spiritual ideals and motivation than 
from progressive objectives in the achievement of 
professional excellence. 

This field of service is vastly extended beyond the 
walls of institutional facilities by the thousands of 
graduates, educated in the schools for nurses con- 
ducted by these Catholic institutions, and thus in- 
fluenced by the same ideals of charity and the same 
standards of service as our hospital Sisters and 
Brothers. 

Within the limitation of human resources these ele- 
ments have brought medical service to the poor and 
are extending them in rural regions. 

The promotion of this vast enterprise through the 
forward-looking Catholic Hospital Association is a 
splendid manifestation in the United States of the 
social mission of the Catholic Church. 
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The same can be said with reference to the general 
field of social service and particularly with reference 
to child welfare and to maternal and infancy care. 
Numerous Catholic schools of social service prepare 
workers in this field. Their services, nation-wide, are 
strengthened and co-ordinated through the National 
Conference of Catholic Charities, the St. Vincent de 
Paul Society, etc. Every Catholic parish is a unit 
in a nation-wide service to the needy. 

Prolonged depression has reduced the 
customarily derived by these institutions and services 
from fees paid by clients, from endowments and from 
gifts from an appreciative public. This falling off in 
income occurs precisely at the time when the free 
services provided by these groups and facilities are 
most in demand. The load on voluntary agencies, a 
capacity load at all times, grows heaviest precisely 
when the human power to bear it grows less. These in- 
stitutions, redoubling their effort, frequently at great 
personal sacrifice, always in a spirit of true charity, 
have accepted added burdens and new responsibilities 
with confidence and faith in the future. 

To meet this emergency and to prevent its recur- 
rence, the President’s Interdepartmental Committee 
to Co-ordinate Health and Welfare Activities pre- 
pared its report and S. 1620 has been introduced. 

We view with interest and approval the growing 
concern of government for the health of all the people. 
We are not convinced that an acute emergency is a 
proper foundation upon which to erect a permanent 
program for the future. Relief of human need in the 
field of medical care, particularly, is more than an 
economic problem. It is a problem that cannot be 
reduced to a function of political authority alone. 

To view human needs as nothing more than an 
economic problem and relief as nothing more than a 
function of political authority would do away with the 
supernatural source, motivation, and exercise of the 
virtue of love of neighbor. 

At their meeting in 1920 the Bishops of the National 
Catholic Welfare Conference issued a Pastoral Letter. 
They discuss social problems arising after the World 
War. Referring to charity, they say: 

“Let us not persuade ourselves that we have fully 
complied with the divine law in regard to our relations 
with our fellowmen, when we have carefully dis- 
charged all the obligatives of justice. For its safeguard 
and completion, the stern law of justice looks to the 
gentler but none the less obligatory law of charity. 
Justice presents our fellowman as an exacting creditor, 
who rightly demands the satisfaction of his rightfu 
claim. Charity calls on us as children of the one uni- 
versal family, whose Father is God, to cherish for one 
another active brotherly love second only to the love 
which we owe to Him. After justice has ren- 
dered impartial decision, charity brings men back to 
fellowship.” 

In that same statement the National Catholic Wel- 
fare Conference referred to the rights of labor and 
pertinently said as long ago as 1920: 
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“The right of labor to a living wage, authoritatively 
and eloquently reasserted more than a quarter of a 
century ago by Pope Leo XIII, is happiiy no longer 
denied by any considerable number of persons. What 
is principally needed now is that the content of that 
right to a living wage be adequately defined, and that 
it should be made universal in practice, through what- 
ever means will be at once legitimate and effective. In 
particular, it is to be kept in mind that a living wage 
includes not merely decent maintenance for the pres- 
ent, but also a reasonable provision for such future 
necds as sickness, invalidity, and old age. Capital like- 
wise has its rights. Among these is the right to a fair 
day’s work for a fair day’s pay, and the right to re- 
turns which will stimulate thrift, saving, initiative, 
enterprise, and all those directive and productive 
energies which promote social welfare.” 


The Social Security Act of 1935 is an effort by the 
Government of the United States in co-operation with 
state governments to establish a right balance between 
the rights of the employer and the employed. 

S. 1620 would amend, revise, expand, and in some 
respects radically change this Social Security Act 
of 1935. Particularly, this bill makes the health of all 
the people primarily, and tends to make it exclusively, 
a government concern and to make the provision of 
medical care primarily, if not exclusively, a political 
function. 

It is important that every provision, every word 
of a bill like this be weighed and carefully considered 
at this time, so that final legislative action may ac- 
complish the right social purpose of balancing the 
rights of the employer with the rights of the employed 
and the rights of both of them with the general 
welfare. 

Thus having stated briefly the attitude, I desire to 
make it clear that the National Catholic Welfare Con- 
ference believes that the state and federal govern- 
ments have a duty in the health field. Any sound 
progressive program to bring adequate medical care 
to those to whom it now is not available is welcomed 
and supported. 

Upon examination we find that S. 1620 is not a clear 
expression of the spirit of partnership and co-operation 
that in our country exists between governments, federal 
and state, and between governmental and non-govern- 
mental agencies. This spirit has developed and is the 
true national tradition. It should be recognized and 
encouraged by whatever bill is finally reported favor- 
ably by this Committee. Only by mutually trustful 
co-operation between social agencies, voluntary and 
non-governmental in character, and agencies of govern- 
ment, local, state, and federal, can the full purpose 
and possibilities of such a health program be realized. 

The National Catholic Welfare Conference, there- 
fore, endorses the proposal made to the National 
Health Conference held in Washington last summer, 
that, in the case of the needy and of those unable to 
provide themselves with the medical care and services 
they require, every effort be made to secure full 
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co-operation of governmental and non-governmental 
agencies. 
We record our approval of the following proposition : 


“It is sound public policy to expend governmental 
funds for the care of individuals through private 
agencies performing a social function.” 


We find that S. 1620, in its present form, fails to 
provide for, indeed would make impossible, any co- 
operation of governmental and non-governmental 
agencies. 

Provisions which the Act of 1935 requires to be 
embodied in approved state plans under Title V. Part 
1 and Part 2, for the precise purposes of securing co- 
operation between governmental and non-govern- 
mental groups and agencies would be repealed by 
S. 1620. 

S. 1620 would substitute for these repealed provi- 
sions other provisions which would restrict co-opera- 
tion to the relations of the state health agency to 
other public agencies. 

S. 1620 would deny to members of the professions 
and agencies the right to membership on advisory 
boards to be established by the state agency. 

S. 1620 would place complete control of the so-called 
“national health program” and its administration in 


II. Abstract of the 
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federal executives by amending the provision of the 
Act of 1935 requiring that the state plan and rules and 
regulations, to be made by a state agency, be ap 
proved by a federal authority who is himself em- 
powered to make rules and regulations and to withhold 
payment of the federal grant to a state not complying 
substantially. 

S. 1620 would divide the elements now providing 
medical care into two rival groups, those serving under 
a state plan, and those not so serving. 

Between these two groups there would be no place 
for the non-governmental agency. Under this bill 
medical care would be a public service. Proprietary 
facilities operated as a private business might be 
tolerated. More than 2,500 charitable hospitals and 
numerous other facilities could not exist under this 
Act as charitable agencies serving the poor. 

These and other objections which will be presented 
by competent representative spokesmen impel the 
National Catholic Welfare Conference to recommend 
to this Committee that no favorable action be taken 
with regard to S. 1620 in its present form and that 
grants in aid to the states under the Social Security 
Act be made in increased amounts, if necessary, but 
in the manner now provided by that Act as approved 
in 1935. 





Wagner National 


Health Bill, S. 1620 


THIS Bill seeks to amend certain Titles of the 
Social Security Act of 1935 and to add new Titles to 
that Act incorporating the recommendations of the 
President’s Interdepartmental Committee to Co-ordi- 
nate Health and Welfare Activities.* 

Titles I, II, III of the Social Security Act have been 
the subject of prolonged hearings conducted by the 
Committee on Ways and Means and it is stated that a 
bill to amend these Titles will soon be reported to the 
House of Representatives. 

These three Titles provide for a Federal-State sys- 
tem of Old Age Assistance, a Federal system of Old 
Age Benefits and Grants to the States for Unemploy- 
ment Compensation Administration. 

Title IV of the Social Security Act, which provides 
Grants to States for Aid to Dependent Children, is not 
to be amended. 

The Wagner Act, S. 1620, proposes to amend Title V 
of the Social Security Act, which provides Grants to 
States for Maternal and Child Welfare. S. 1620 would 
completely rewrite this Title, as follows: 

TITLE V, Part 1— Maternal and Child Health 
Services. 





*Senator Murray, Chairman of the Subcommittee upon request, 
permission for the inclusion of this Abstract in the 
Proceedings. 
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Section 501 of the Social Security Act does not de- 
fine the scope of the Maternal and Child Health 
Services to be promoted but emphasizes that these 
services are to be promoted especially in rural areas 
and in areas suffering from severe economic distress. 

S. 1620 restates the emphasis on rural areas and 
areas suffering from severe economic distress. 

S. 1620 defines Maternal and Child Health Services 
to include: services, supplies, and facilities for pro- 
moting the health of mothers and children, and 
specifically to comprise : 

Medical care during maternity and infancy includ- 
ing medical, surgical, and other related services; 

Care in the home or in institutions; and 

Facilities for diagnosis, hospitalization, and after- 
care. 

S. 1620 would add a new purpose to those embodied 
in Section 501 of the Social Security Act; namely, to 
develop more effective measures, including the training 
of personnel. Thus the Children’s Bureau would be 
given an educational function in competition with 
existing Nurse and Welfare education now given in a 
large number of schools. 
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Section 501 of the Social Security Act authorizes 
$3,800,000 for the extension of maternal and child 
welfare services. 

Section 501 of S. 1620 would authorize $8,000,000 
for this purpose for the first year, to increase to 
$20,000,000 for the fiscal year ending June 30, 1941, 
and to $35,000,000 for the fiscal year ending June 30, 
1942, and annually thereafter. 

Section 502 of the Social Security Act sets forth the 
manner for making allotments to the states. The fact 
that the Children’s Bureau is in the Department of 
Labor is recognized and the Secretary of Labor makes 
the allotments. 

Section 502 of S. 1620 would change this provision 
of the Social Security Act and under it the Chief of 
the Children’s Bureau would make the allotments. 

The Social Security Act provides a $20,000 allot- 
ment to each state, and the distribution of a total of 
$1,800,000 on the basis of relation between total live 
births in the state to total live births in the United 
States. Thus the state is encouraged in which infant 
mortality is reduced. The Secretary of Labor is 






Social Security Act 
Sec. 503 (a). To be approved, a State plan for ma- 
ternal and child-health services must provide: 
1. Financial participation by the State. (The amount 
to be appropriated by a State is left open.) 
2. Administration by or under supervision of State 
health agency. 


3. Methods of administration must be approved, other 
than those relating to selection, tenure of office and 
compensation of personnel. 


4. Reports to be submitted by State health agency to 
Secretary of Labor. 

. Extension and improvement of local services ren- 
dered by local child health units. 


uw 


6. Co-operation with medical, nursing, and welfare 
groups and organizations. (This was embodied in 
the Social Security Act to protect private enter- 
prise in the field of maternal and infancy service.) 


7. Development of demonstration services. 
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authorized to distribute $980,000 on the basis of 
relative financial need of the states. 

S. 1620 repeals this method of allotting the funds 
and provides for allotments determined by taking into 
consideration the following factors: 

a) Total number of births. (Thus the encourage- 
ment to a state which reduces infant mortality is out.) 

6) The number of mothers and children in need of 
services. (Presumably all mothers and children at 
birth need services; S. 1620 does not define the word 
“need.”’) 

c) The special problems of maternal and child 
health. (This is too vague to guarantee justice in the 
distribution of $35,000,000 of taxpayers’ funds.) 

d) The financial resources. 

Nowhere does S. 1620 say that the facts upon which 
allotments are based are to be publicly ascertained or 
known. Nowhere does S. 1620 require a stated rela- 
tionship between these facts in a particular state with 
the total for the United States. S. 1620 leaves too much 
to the discretion of the allotter, is too vague, and is 
open to log-rolling and politics. 


S. 1620 


Sec. 503 (a). A State plan to effectuate the purpose 
of this part of this title shall provide: 
1. Same. 


3. Administration by State health agency or other 
public agency under supervision of State health 
agency. 

4. Must be approved and must include: establishment 
and maintenance of personnel on a merit basis, and 
“methods of establishing and maintaining stand- 
ards of medical and institutional care and of remun- 
eration for such care, such methods to be prescribed 
by the State agency after consultation with such 
professional advisory committees as the State 
agency may establish.” 

6. Reports to be submitted by State health agency to 
Chief of Children’s Bureau. 

2. State-wide program or extension of program each 
year so that it shall be in effect in all political sub- 
divisions of the State not later than July 1, 1944. 

7. Co-operation and, when necessary, working agree- 
ments between the State health agency and any 
public agency or agencies administering services 
related. (This repeals the co-operation with private 
agencies and would restrict co-operation to public 
agencies. 

No corresponding provision. 
Added requirements are: 

. Advisory Council or Councils composed of profes- 
sional persons or agencies serving under State plan, 
and persons informed on needs for or provision of 
maternal and child health services. 

8. State agency authorized to make rules and regu- 
lations. (Such rules and regulations would have the 
force of law and thus the State agency would be 
given absolute control within the limitations of this 

bill.) 


un 

















June, 1939 





Charitable Agencies Imperiled 

The program of maternal and child health services 
recommended by the Interdepartmental Committee 
and embodied in S. 1620 is no longer a welfare pro- 
gram as provided by the Social Security Act for the 
relief of rural and needy persons but in the words of 
the report of the Committee (H. Doc. 120, 76th 
Congress) is as follows: 


“The objective sought in this phase of the Commit- 
tee’s proposed program is to make available to 
mothers and children of all income groups and in all 
parts of the United States minimum medical services.” 


In doing this under a law that authorizes no co- 
operation with any but public agencies, the existing 
charitable and voluntary agencies would not survive. 

On November 21, 1938, a joint committee represent- 
ing the three hospital associations, comprising practi- 
cally all the charitable and voluntary hospitals in the 
United States, appeared by invitation before the Inter- 
departmental Committee to Co-ordinate Health and 
Welfare Activities and after conference presented a 
statement embodying views on which they were in 
agreement among themselves and with the Interde- 
partmental Committee. In that statement the hospitals 
referred to the address by President Roosevelt on the 
“Mobilization for Human Needs” and said: 


“It is not our place at this moment to urge upon 
those who are to formulate our legislation the motives 
we believe should urge them to recommend any par- 
ticular pattern but it is our place here to stress what 
we believe to be the important, guiding and controlling 
principle in any future development namely, the prin- 
ciple that whatever program and procedures are 
drafted, they should be such that in the words of a 
particularly valuable and experienced member of our 
Committee, ‘they may alter to the least necessary ex- 
tent the existing plan of co-operative understanding 
between public and private agencies.’ . Wherever 
possible the governmental agencies should place at the 
disposal of the private agencies those resources which 
are required to accomplish the work which the private 
agencies could perform more effectively than the gov- 
ernmental agencies.” 


Commenting upon the above statement of the three 
Hospital Associations, the President of the Catholic 
Hospital Association of the United States and Canada 
has said: 


“For the Catholic Sisterhoods the plea for the con- 
tinuance of the hospital’s privilege to care for the 
indigent has, as has been so often pointed out, a verv 
special significance. We, as Catholics, cannot accept 
the theory that hospitals are merely a business nor that 
we are conducting our institutions for the sake of 
financial return. Our Sisterhoods were formed for the 
purpose of caring for the neglected and under-privi- 
leged members of our nation. Through the care 
lavished upon these less favored individuals, our own 
religious spirit is kept alive, our vocations are 
strengthened, and our love of God is permitted to 
manifest itself in the manner in which Christ, Himself, 
expected it to be shown, by the care of the poor. It is 
unthinkable that all this should pass away, no matter 
what the social realignments may be and no matter 
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what social upheavals may have come to disturb the 
traditional relationships between private and public 
agencies.” 


Federal-State Partnership 


The practice embodied in recent federal legislation 
whereby funds of the United States are pooled with 
funds of the several states is referred to as federal- 
state co-operation. It is not co-operation. Co-operation 
implies liberty on the part of those who co-operate. 
The particular state is not wholly free to reject the 
program offered to it to be financed jointly by federal 
and state appropriation. Funds of the federal govern- 
ment are the property of all the states in the Union. 
A particular state, rejecting a federal-state program 
authorized by federal law, by that act makes a serious 
material sacrifice for which it receives no material 
compensation; namely, it renounces its right to par- 
ticipate in the benefits of an appropriation of federal 
funds. Thus is the liberty of the state restricted. 

In the Titles of the Social Security and other federal 
acts the amount contributed by the United States is 
referred to as a grant in aid. It is properly an allot- 
ment to a fund made up in part by the particular 
state. 

Before this allotment can be made legally the state 
must bind itself to do specific things in a way stated 
in the federal statute. The submission of a plan by the 
government of a particular state and the approval of 
that plan by the federal government establishes a con- 
tractual relationship between the state and the Union 
and to the new federal-state administration assigns 
funds and duties. Neither party to that contract may 
modify or exceed the terms of that contract without 
forfeiture of its rights. It is even probable that a par- 
ticular state administering a federal-state appropria- 
tion would forfeit its right in the federal-state fund if 
it set up a parallel program in the same field of activi- 
ty, but financed wholly by state funds. That is, 
it is probable that the federal-state partnership exer- 
cises a monopoly of all public activity in the field and 
is strictly restricted in its methods of operation by the 
terms of the approved plan. Unless co-operation with 
charitable and voluntary agencies is clearly provided 
in the plan, it is probable that the federal-state fund 
provided for the operation of the plan may not be used 
for co-operation with the non-governmental agency. 

This interpretation is the basis for the provision 
embodied in the Section 505 of S. 1620. This Section 
reads in part: 


Wherever the Chief of the Children’s Bureau finds 

that in the administration of a plan approved, 

. there is failure to comply substantially with any 

requirements of subsection 503 (a), (the Plan), he 

shall notify such State agency that further payments 
will not be made to the State. 


The use of the word “substantially” could not 
justify the State agency in interpreting “public” as 
used in Section 503 (a) to comprise both “govern- 
mental” and “non-governmental” agencies. 
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The authority thus granted to the Children’s Bureau 
leaves no doubt but that the Federal Government is 
to exercise its position as senior and controlling 
partner in the partnership established under the act. 


Social Security Act, Title V, Part 2 

In the Social Security Act the title of this Part 2 
reads “Services for Crippled Children.” 

In S. 1620 the title is amended to read “Medical 
Services for Children and Other Physically Handi- 
capped Children.” 

It seems clear that the purpose of this change of 
title is to provide for a nation-wide system financed 
jointly by the several States and the United States in 
the field of medical services for all children and a 
particular service for crippled and physically handi- 
capped children. 

This is wholly different from the purpose of the 
Social Security Act of 1935. 

Section 511 of the Social Security Act authorizes an 
appropriation of $2,850,000. 

Section 511, S. 1620, would authorize $13,000,000 
for 1939-40, $25,000,000 for 1940-41, $35,000,000 for 
1941-42, and annually thereafter. 

As is indicated by the changed title and the higher 
appropriation Section 511 of the Social Security Act is 
completely rewritten in Section 511 of S, 1620. 

Here again a federal-state agency is set up under an 
approved plan with a partnership control of a federal- 
state fund. The Chief of the Children’s Bureau con- 
trols and has authority to withhold payments on 
allotments to the particular state for failure to comply 
with the plan in its regulations or administration. 

The federal-state agency is to extend and improve 
services, supplies and facilities for the medical care of 
children; and services to crippled and physically 
handicapped children in need of special care, such 
services and facilities to include medical, surgical, 
corrective and other related services and care in the 
child’s home or in institutions, and facilities for 
diagnosis, hospitalization or other institutional care, 
and after-care, and to develop more effective measures 
for carrying out the purposes of this title, including 
the training of personnel. 

The above is all to be done under a federal-state 
plan which authorizes “co-operation and, when neces- 
sary, agreements between the State agency and (only) 
any public agency.” (S. 1620, Section 513, [a] [7].) 

Section 513 of the Social Security Act of 1935 
authorizes co-operation with existing agencies in the 
following provisions: 

Sec. 513 (a) (6). A State plan must provide for 

co-operation with medical, health, nursing, and welfare 

groups and organizations and with any agency in such 

State charged with administering State laws providing 

for vocational rehabilitation of physically handicapped 

children. 

Under this provision co-operation with existing pri- 
vate as well as public agencies is required by law. This 
provision would be repealed by S. 1620 and replaced 
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by a requirement only that the State agency co- 
operate with other public agencies. 

The amount to be allotted to a particular state 
under S. 1620 is to be determined by taking into 
consideration : 

1. The child population ; 

2. The number of children in each state in need of 
the services. (Probably every child in the state will 
at some time be in need of medical services.) 

3. The special problems of medical care of children. 
(How this would affect a general hospital which pro- 
vides medical care for children is not stated. There is 
some reason to believe that in both Section 503 and 
513 of S. 1620 specialized maternal and children’s 
hospitals are envisioned.) 

4. The financial resources. 

Section 514 (a) of S. 1620 adds a new general regu- 

lation, to be known as Section 1101 (e), to the Social 
Security Act, as follows: 
S. 1620, Sec. 514 (a). . . . Payments shall be made 
to each State which has an approved plan in such 
proportion to the total amount of public funds ex- 
pended under the State plan, as is determined in 
accordance with subsection 1101 (e) upon the basis 
of the financial resources of the State, not counting so 
much of such total expenditures by the State and its 
political subdivisions as are: 

1. Expended for the care, in hospitals, institutions 
and other organized facilities, of cases of mental dis- 
ease, mental defectiveness, epilepsy and tuberculosis 
as are not in excess of the average annual expendi- 
tures for these purposes in the three years prior to 
the effective date of this part of this title; or 

2. Included in any other State plan submitted for 
grants to the State under any other part of this title 
of this Act or any other Act of Congress. 


Advisory Councils 

The Social Security Act, Title V, provides clearly 
for co-operation with non-governmental professional 
persons and agencies. 

S. 1620 makes no such provision but provides in- 
stead advisory councils. We have seen that in the 
Maternal and Child Health section a professional 
person to be eligible to membership on a State or local 
advisory council must be one who furnishes service 
under a State plan. To be a member of a Federal 
advisory council under this Section the member of a 
profession and the agency represented must be “con- 
cerned with the promotion of maternal and child 
health.” 

In the Crippled Children section, S. 1620 provides 
for advisory councils, State and local, and for Federal 
advisory councils. Membership in these is subject to 
the restrictions stated in the preceding paragraph. 

In this manner no professional person or agency 
can have membership in a State or local advisory 
council unless he or it furnishes services under the 
State plan. Non-professional persons are not subject 
to this restriction but must be informed “on the need 
for, or provision of medical services.” 
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Title V, Part 3, of the Social Security Act, regarding 
Child Welfare Services, and Part 4, regarding Voca- 
tional Rehabilitation, are not to be amended by S. 
1620. 

Title V, Part 5, regarding Administration, is to be 
revised. 

The Social Security Act of 1935 divides this Part 
5 into three clauses, as follows: 

1. Authorizes $425,000 for cost of administration; 

2. Authorizes Children’s Bureau to make studies and 
investigations ; 

3. Requires Secretary of Labor to report to Congress. 

As amended by S. 1620, Title V, Part 5, would: 

1. Authorize an appropriation of $2,500,000 to the 
Children’s Bureau for administrative year, 1939-40, 
and thereafter a sum that will be sufficient. 

2. Direct the Secretary of Labor to report to 
Congress. 

S. 1620 would also authorize the Children’s Bureau 
to make studies, investigations and demonstrations. 


Title VI: Public Health 

In Social Security Act, Title VI, Section 601 the 
purpose is stated to be to assist states, counties, health 
districts, and political subdivisions of the states in 
establishing and maintaining adequate public health 
services. 

(This provision recognizes existing agencies and 
activities provide for co-operation with them.) 

In S. 1620 Title VI, Section 601 the purpose is 
stated to be to enable each state to extend and improve 
public health work, including services, supplies and 
facilities for the control of tuberculosis and malaria, 
for the prevention of mortality from pneumonia and 
cancer, for mental health, and industrial hygiene ac- 
tivities, and to develop more effective measures includ- 
ing training of personnel. 

The Act of 1935 authorizes $ 8,000,000 

S. 1620 would authorize 15,000,000 for 1939-40 

25,000,000 for 1940-41 
60,000,000 for 1941-42 
and thereafter a sufficient sum. 

To qualify for an allotment the state must have a 
plan approved by the Surgeon General of the Public 
Health Service. 

The Act of 1935 does not require the state to sub- 
mit a plan for approval. Under this Act the state 
autonomy is respected. 

S. 1620 requires an approved state plan and thus 
makes the public health service a federal-state service. 

This state plan must provide for financial participa- 
tion by the state. The proportional amount to be 
provided by the state is not stated in the bill. In ad- 
dition the state plan must be state-wide and provide 
a program for the extension of the service to all 
political subdivisions of the state not later than 
July 1, 1944. Every state agency administering any 
part of the plan must do so under the supervision of 
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the state health agency. The methods of administra- 
tion must be approved by the Surgeon General in- 
cluding establishment of personnel on a merit basis 
and methods of establishing and maintaining standards 
of medical and institutional care and of remuneration 
for such care to be prescribed by the state agency. 

There are, under S. 1620, to be advisory councils 
to be composed of members of professions and agen- 
cies, public and private, that furnish services under 
the state plan. 

(This phrase public and private that furnish serv- 
ices appears repeatedly as a condition of membership 
on the advisory councils. There is no clear provision 
which would enable private persons and agencies to 
furnish such services. Senator Wagner has said that 
if the bill is not clear, he would not object to a 
clarifying amendment.) 

The plan must also provide for reports to be sub- 
mitted by the state health agency to the Surgeon 
General. The state health agency must be authorized 
to co-operate with other public agencies. 

The state health agency is authorized to make rules 
and regulations. 


Payments to the States 

Under the Act of 1935, the allotments are based 
on: 

1. The population ; 

2. The special health problems ; 

3. The financial needs ; 
of the respective states. 

Under S. 1620 the federal allotment 
such proportion to the total amount of public funds 
expended under the state plan as is determined in 
accordance with Section 1101 (2). This Section 1101 
(2) is a new section and will be discussed later along 
with other general provisions. 

In computing the public funds expended under the 
plan, there is not to be counted that part of the total 
expenditures as were (1) expended for the care in 
hospitals, institutions and other organized facilities 
as are not in excess of average expenditures for this 
care in the three years prior to enactment of this bill, 
or (2) included in any state plan submitted for grants 
to the state under any other section of this act or any 
other act of Congress. 

When a state fails to comply substantially with the 
approved plan, the Surgeon General shall authorize 
no payment to that state. 

The Surgeon General is authorized to make rules 
and regulations. 

The Social Security Act authorizes $2,000,000 for 
investigations. Subsequent legislation especially with 
regard to cancer and venereal disease has substantially 
augmented this sum. 

S. 1620 authorizes $1,500,000 for the Surgeon Gen- 
eral to administer this act as amended. No similar ap- 
propriation is authorized in the Social Security Act. 


is to be in 
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Section 611 authorizes the public Health Service, 
through the National Institute of Health, to make in- 
vestigations of health, disease, sanitation and matters 
pertaining thereto, and for that purpose an appropria- 
tion of $3,000,000 is authorized for 1939-40 rising to 
$4,000,000 for 1941-42. 

There has been very little opposition to the pro- 
posed expansion of the Public Health Service. 


Additions to Social Security Act 

S. 1620 would add to the Social Security Act of 
1935 the following new titles: 

XII — Grants to States for Hospitals and Health 
Centers. 

XIII — Grants to States for Medical Care. 

XIV — Grants to States for Temporary Disability 
Compensation. 

We will consider briefly each of these three new 
titles and the contribution their enactment would 
make to social security. 

S. 1620, Title XII — Grants to States for Hospitals 
and Health Centers: 

The purpose is to enable each state so far as prac- 
ticable under conditions in that state: 

1. To construct and improve needed hospitals. 

2. To aid the state for three years by contributing 
to operating costs of added facilities. 

3. To develop more effective measures for effecting 
1 and 2. 

Special consideration is to be given to rural areas 
and areas suffering from severe economic distress. 

The bill would authorize the following appropria- 
tions : 

1. General Hospitals; for 1939-40, $8,000,000; for 
1940-41, $50,000,000, and for 1941-42, $100,000,000. 

2. Mental and Tuberculosis Hospitals; for 1939- 
40 a sum, not named, that would be sufficient to carry 
out the purpose of the bill in respect to such hospitals, 
and thereafter a sufficient amount each year. 

(This provision is too vague. At best there should 
be an appropriation for research purposes. ) 

Plans. Each state to become eligible for a grant 
must submit to the Surgeon General its plan for 
constructing and improving needed hospitals in the 
state, and the plan must meet with the approval of the 
Surgeon General. 

A state plan to win approval must provide: 

1. Financial participation by the state. 

2. Administration by state health agency or under 
its supervision. (This subjects local and county 
agencies to the state agency and the state agency 
subjects itself to the federal agency through its ap- 
proved plan.) 

3. Methods of administration subject to approval 
of Surgeon General including personnel on a merit 
basis; establishment and maintenance of standards 
for institutional management and remuneration of 
such management, such standards to be prescribed by 
state agency after consultation with such advisory 
committee as state agency may establish. (The lan- 
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guage of this provision is such as to give the state 

agency dictatorial control over the management of 

every hospital rendering service under the Act.) 

4. Ownership of real estate, improvements, and 
equipments vested in state or its political subdivisions. 

5. Safeguards to assure title, location, design, con- 
struction, and equipment. 

(These two provisions would prevent the use of the 
federal-state funds from being used to construct or 
improve a non-government owned hospital.) 

6. Systems of financial support to assure continu- 
ing operation of added hospitals and of their avail- 
ability to all groups of the population in the designated 
area. (There is no mention here of any financial sup- 
port for existing hospitals.) 

7. Advisory council or councils, composed of mem- 
bers of the professions and agencies, public and 
private, that furnish services under the State plan, 
and other persons informed of the need for, or pro- 
vision of, hospitals. (There is nothing in the bill that 
justifies the expectation that any non-governmental 
hospital will be able to serve under any state plan.) 

8. State agency reports to Surgeon General. 

9. Co-operation and, when necessary, working 
agreements between the state agency and any public 
agency. (No provision for co-operation with any pri- 
vate agency even under a working agreement. This 
means that no private agency could be remunerated 
for service.) 

10. State and local public agencies may make rules 
and regulations. 

il. Prevailing wages to be paid to laborers and 
mechanics in construction of added hospitals; pro- 
vided that if the added hospital is a mental or tuber- 
culosis hospital plan for which is submitted after June 
30, 1939, and before July 1, 1941, the plan must 
provide for administration by a state agency. 

The Allotment to any state is to be determined in 
accordance with rules and regulations not stated in 
the bill but to be prescribed by the Surgeon General, 
who must give consideration to (1) the needed addi- 
tional hospitals and (2) the financial resources. 

(This provision of the bill is too vague. It does not 
provide any method for determining when an addi- 
tional hospital is needed; it gives no assurance that 
existing non-governmental hospitals will be considered 
either in appraising the need for an additional hos- 
pital or for improving existing hospitals either by 
new construction or added equipment or improve- 
ment. I heard Dr. J. W. Mountin, speaking publicly 
for the Technical Advisory Committee on a National 
Health Program, say to the Pennsylvania Hospital 
Association in a prepared address that the “inadequacy 
or inefficiency” of a non-governmental hospital would 
be considered evidence that an additional hospital is 
needed. Dr. Mountin on this occasion was defending 
this provision of S. 1620.) 

Payments to a state shall be in such proportion to 
the total amount of public funds expended under the 
state plan as is determined in accordance with sub- 
section 1101 (e) of this Act. 

The Surgeon General may withhold federal funds 
to any state failing to comply substantially with its 


approved plan. 
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Federal Advisory Council 

The Surgeon General is authorized to establish an 
advisory council or councils, composed of members 
of the professions and agencies concerned with the 
construction and operation of hospitals, and other 
persons informed on the need for, or provision of, 
such facilities. 

(There is no recognition of either the American 
Medical Association or of any Hospital Association. 
Individual hospitals would have equal authority with 
an association of thousands of hospitals. No compen- 
sation or expense money is provided for advisory 
councils. ) 

S. 1620 would authorize an appropriation of $1,000,- 
000 for administration by the Surgeon General. Pre- 
sumably expenses of advisory council could be paid 
out of this fund. After July 1, 1940, the bill authorizes 
the appropriation of a “sufficient” fund for adminis- 
trative expenses. 


Hospital Defined 


S. 1620, section 1209, would define the term “hos- 
pital” to include health, diagnostic, and treatment 
centers, institutions and related facilities. (There it 
becomes clear that this bill contemplates a type of 
health center relatively new in most parts of the 
United States and makes no provision for the con- 
version of existing facilities to conform them to this 
new definition.) 


The Non-Governmental Hospitals 


In their joint statement to the Interdepartmental 
Committee, the Committee representing the three 
Hospital Associations recorded their position as 
follows: 


Expansion of Hospital Facilities 


“With reference to the increase in the number of 
hospitals, the representatives of our three Associations 
recommend a measure of prudent reserve no less than 
of effective activity. On the one hand it is clear that 
there is need of increased hospital facilities in certain 
areas of the country. On the other hand, it is equally 
clear that at times considerations other than those of 
a local need have entered into the erection of govern- 
mental institutions which once they have been erected 
have not only consumed enormous sums in their 
operation but have also tended toward weakening the 
effective operation of existing institutions. It is strong- 
ly recommended by all three Associations that the 
extension of facilities should take place only after an 
impartial survey of local needs. 


The Significance of Surveys 


“This raises the whole question of the significance 
of surveys of local needs and of the techniques to be 
employed in this survey. The question is too large a 
one to enter into here, nevertheless our three Asso- 
ciations desire to point out at least this at the present 
moment, that in making the survey not only profes- 
sional competence of the surveyors be considered but 
also the necessity of adequate representation of the 
parties at interest in formulating the recommendations 
based upon a survey. Various groups have suggested 
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a diversity of plan to insure such representation. This 
might be done through a national agency created by 
the Government or again, it might be left to local 
agencies responsible to the Government. But it cer- 
tainly seems to be the part of wisdom to authorize the 
expenditure of public funds only when the need for 
which they are to be expended has been frankly ascer- 
tained and when the multiplication of facilities does 
not operate against the continued employment of 
facilities already created. 

Extension of the Special Hospital System 

“With reference to the extension of the special hos- 
pital system; that is, of hospitals for tuberculosis, for 
nervous and mental patients, and so forth, the three 
Associations endorse the program of the Interdepart- 
mental Committee, again, however, subject to the re- 
striction that such extensions as might be contem- 
plated be made only after a carefully elaborated 
survey.” 
The method for determining the need for an addi- 


tional hospital provided in S. 1620, has none of the 
safeguards suggested and insisted upon by the Hos- 
pital Association. S. 1620 seems to be a bill to revolu- 
tionize hospital service in the United States rather 
than a bill to expand and improve that service. 


Medical Care 

S. 1620, Title XII, provides Grants to States for 
Medical Care. 

The purpose of this Title is to enable each State to 
extend and improve medical care as far as practicable 
under the conditions in the State. 

Emphasis is on rural areas and such individuals as 
suffer from severe economic distress. 

Medical care as used in the bill includes all services 
and supplies necessary for the prevention, diagnosis, 
and treatment of illness and disability. 

An additional purpose is that which is repeatedly 
stated in the bill, namely, to develop more effective 
measures. (Thus the bill seeks to stimulate original 
work, research and experimentation under the direc- 
tion of the State health agency. Such work now is done 
in medical schools, laboratories and by individuals 
with greater liberty but less material resources than 
could be provided by a health agency.) 

Under this heading, “to develop more effective 
measures,” is included the training of personnel. 

Appropriation of $35,000,000 is authorized for 1939- 
40, and for each subsequent fiscal year “a sum 
sufficient to carry out the purpose.” 


State Plan 

To qualify for a grant the State must have a plan 
approved by the Social Security Board. 

This plan must provide: 

1. Financial participation by the State; 

2. A State-wide program or a program which would 
extend the service each year so that by June 30, 1944, 
it would be effective in all political subdivisions of the 
State ; 

3. Administration by State. health agency (or by 
another State agency). The State agency supervises 





196 


any other public agency serving under the plan. 
(Clearly the bill does not encourage the administration 
of this medical care by any State Board of Public 
Welfare or of Institutions. It clearly wants the ad- 
ministration to be under the public health department 
and thus indirectly would subject medical care to the 
Public Health Service and the Surgeon General who 
together supervise State health agencies. The medical 
profession would probably be more comfortable if the 
service could be administered by the State Board of 
Public Welfare, and the distinction between medical 
care and preventive medicine thus preserved.) 

4. Methods of administration subject to approval 
must provide for personnel on merit basis, and 
standards of medical and institutional care and re- 
muneration for such care; 

5. Advisory council or councils, composed of mem- 
bers of the professions and agencies rendering services 
under the plan. 

6. State agency reports to Social Security Board. 

7. Co-operation with other public agencies. 

8. State agency authorized to make rules and regu- 
lations. Any other State agency rendering services 
under the plan also authorized to make rules and 
regulations. 

Allotments and Payments to States 

The amount of allotments is to be determined by 
the Social Security Board which shall take into 
consideration : 

1. The population ; 

2. The number of individuals in need of services; 

3. The special health problems ; 

4. The financial resources. 

Payments are to be determined in accordance with 
subsection 1101 (e). In determining payments to the 
States there shall not be counted that part of any 
expenditure that is (1) in excess of $20 annually per 
individual ; (2) expended for care in hospitals, institu- 
tions and other organized facilities, of cases of mental 
disease, mental defectiveness, epilepsy, and tubercu- 
losis (such expense is provided for through Public 
Health); (3) provided for in any other State plan 
submitted for grants. 

The Social Security Board may suspend payment 
when a State fails to comply substantially with its 
approved plan. 

Federal Advisory Councils 

The Social Security Board is authorized to establish 
an advisory council or councils, composed of members 
of the professions and agencies concerned with the 
furnishing of medical care. (Here again there is no 
recognition of the Medical or Hospital Associations). 
The bill does not state how these advisory boards are 
to be constituted nor how members are to be selected. 
It leaves all to the discretion of the Social Security 
Board and State agencies. 

The bill would authorize an appropriation of 
$1,000,000 for administration the first year and a 
“sufficient” amount for each succeeding year. 
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Attitude of the Hospitals! 

The Care of the Indigent and Medically Indigent 

“The problem of the care of the indigent and of the 
medically indigent is, needless to say, in the focal 
point of interest in this question. It must be pointed 
out that one of the chief reasons for the existence of 
private hospitals is the fact that they give care to the 
indigent and to the medically indigent. This is the 
basis upon which the private institution appeals for 
public voluntary support. It is for this reason, further- 
more, that the American Government, in all its various 
subdivisions, has recognized the validity of the con- 
tention that these hospitals are to be held immune 
from certain tax obligations. It is recognized further- 
more that the institutional attitudes developed 
through the care of the indigent have been a valuable 
resource by reason of which these institutions have 
been able to do so much for the National Health. It is 
through these institutions that philanthropy and 
charity have found their most effective expression. All 
of these gains cannot but be considered national assets 
of the first importance. Our three Associations desire 
that these assets should be retained undiminished in 
their magnitude and in their effectiveness for 
American life.” 
The Care of the Indigent a Responsibility of Society 

“In the pronouncement of the Interdepartmental 
Committee great stress is laid upon the Government’s 
responsibility for the care of the indigent. With this 
again we are in accord but that responsibility surely 
cannot be visualized as an exclusive responsibility nor 
as one which must absorb the social resources that 
have been developed through our existing American 
procedure. Here again we should like to emphasize 
the development of co-operative plans by the public 
and private agencies. Here again if the co-operative 
pian is to be intensified, there may be an opportunity 
for the wise and profitable expenditure of public funds 
to remunerate in part the private institutions for the 
public service which they are rendering and thus to 
increase their effectiveness for the promotion of the 
public welfare, The allocation of tax support for these 
public services would stimulate the private institutions 
toward still greater efforts and would, we hope, place 
at the disposal of the medically indigent and the 
indigent, facilities which the Government would un- 
doubtedly find it extremely difficult to duplicate. If 
tax support were granted to the private institutions 
for these public services, a viewpoint of certain less 
privileged groups, especially among the laboring and 
the agricultural population, would be effectively met. 
They contend that they wish to receive sickness care 
not as charity but as a right. If they were admitted 
into private institutions on the basis of part pay ren- 
dered by the Government Agencies, they would feel 
that they have a claim upon the service of the private 
institution and the odium of receiving charity —a 

14“The Three National Hospital Associations and the National Health 
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viewpoint, by the way, which it is very difficult to 
evaluate — would be effectively removed. It is for this 
reason again that we enter here a plea for a continu- 
ance of the historical relationship between the public 
and private agencies and an intensification of this 
relationship.” 

There is no conflict of principle between the medical 
program provided in S. 1620 and the program advo- 
cated by the hospitals. Both hold that medical care 
should be provided for those who now are unable to 
obtain it. 

There is, however, a radical difference of policy. 

The hospitals and the medical profession hold that 
existing facilities can be expanded until they are ade- 
quate and seem to desire to have government remu- 
nerate them for their services in amounts that will 
enable them to provide adequate services to all. 

S. 1620 contemplates a new system centered around 
a relatively new type of hospital—a medical center 
operated by government and not exclusively for per- 
sons in the lower income groups. There is no detailed 
description of these proposed medical centers in S. 
1620. They doubtless would be organized largely as 
are health centers now operated by the Army, the 
Navy, the Veterans Administration, etc. In that case, 
they would have their paid staff of professional men 
and women and a private practitioner would be at a 
disadvantage, obliged to subject himself to the rules 
and regulations that had been made without consulting 
him. 

Under such a system of governmental health centers 
there would remain no place for the charitable 
hospital. 

Under such a system the country eventually would 
have health centers operated by government and pro- 
prietary hospitals operated for profit. Catholic hospital 
Sisters would be forced into the ranks of the unem- 
ployed, or forced to contract with government for an 
opportunity to serve the poor under government 
supervision. 


Temporary Disability Compensation 

Title XIV—Grants to States for Temporary 

Disability Compensation 

The purpose is to assist the states in developing, 
maintaining, and administering plans for temporary 
disability compensation. 

Appropriation of $10,000,000 for the first year 
and a “sufficient” sum for subsequent years is 
authorized. 

Temporary Disability Compensation is to be admin- 
istered by the Social Security Board through state 
agencies under state plans offered by the Board. 


State Plan 
To be approved a state plan must provide: 
1. A single state agency; 
2. Methods of administration satisfactory to the 
Board, including personnel standards on a merit basis; 
3. Fair hearings for all whose claims are disallowed; 
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4. Reports to Social Security Board; 

5. Co-operation between state agency and other 
public agencies; 

6. a) Rights, privileges, or immunities conferred 
by the state temporary disability compensation law 
subject to repeal or amendment; 

&) Reasonably adequate medical service, includ- 
ing preventive services; 

c) Social Security Board for cause after a hearing 
may suspend payments. 

Amending Title XI, Section 1101 
Payments to States 

The federal grant is to be an amount equal to one 
third of total sum expended by state as temporary 
disability compensation and one third of amount spent 
for administration ; 

Appropriation of $250,000 to Social Security Board 
for administration. 


Beneficiary 
Temporary disability compensation means cash 
benefits payable to individuals for not more than 
fifty-two weeks with respect to their disability not 
arising out of or in the course of employment. 

Disability means inability or unfitness to work by 
reason of injury or illness. 

Employment means any service performed by an 
employee for his employer, except agricultural labor ; 
domestic service in a private home; casual labor. City 
and traveling salesmen are eligible employees and 
those who employ them are employers within the 
terms of this Act. 

Charitable, non-profit agencies and _ institutions, 
religious, charitable, educational, etc., and their em- 
ployees are not excluded from the provisions of this 
Title. 

The manner in which the state is to finance tem- 
porary disability compensation is not provided in this 
bill. The setup resembles the unemployment compen- 
sation system provided under Title IV which is paid 
for by a tax on employers both state and federal. 


Amending Title XI 

Section 1101 of the Social Security Act is amended 
by adding a new subsection; 1101 (e). This sub- 
section would define the method for measuring the 
financial resources of the states as that term is used 
as a basis for determining allotments under the 
Social Security Act as amended. 

Under this amendment financial resources of a 
state are measured by the per-capita income accruing 
to the inhabitants thereof. 

The state with the lowest financial resources is to 
receive an allotment not greater than 66 2/3 per cent 
and the state with highest financial resources an 
allotment not to exceed 33 1/3 per cent of the total 
amount of public funds expended under Titles V, VI, 
and XII and under Title XIII the maximum is to be 
50 per cent and the minimum 16 2/3 per cent. 






















CATHOLIC Charities is anxious to co-operate with 
all groups who want to bring more adequate medical 
and health care to those for whom it is not now 
available. It recognizes provision for ill health, pre- 
ventive or remedial, as an essential part of a social 
security program. Other countries have made pro- 
vision for ill health a part of their social security 
programs and in time the United States will do like- 
wise. Many authorities believe that our national 
social security program should have begun with pro- 
visions for ill health. However, when the social 
security program was being formulated, we were pre- 
occupied with more pressing problems — unemploy- 
ment and old age. Unemployment insurance, old-age 
assistance and old-age insurance were therefore made 
the foundation stones of our social security program. 
The Social Security Act also provided grants-in-aid 
to the states for the care of dependent children. It 
was hoped that this would become sort of an American 
counterpart of the European systems of survivors’ 
insurance. 

The Social Security Act, however, did make an im- 
portant beginning in national participation in the 
field of health. Title V of the Act provided grants-in- 
aid to the states for Maternal and Child Health 
Services and for Services for Crippled Children. It 
made Federal funds available to assist the states and 
their subdivisions in maintaining adequate public 
health services. 

S. 1620 seeks to bring about a great enlargement of 
the functions of the Federal Government in health. 
With the basic objectives of the bill, Catholic Chari- 
ties is wholly in sympathy. These are disease control 
and prevention, the providing of more adequate 
medical and hospital care for the needy and assistance 
to workers in building up earned benefits against the 
medical costs and wage losses growing out of illness. 

Catholic Charities believes that public agencies 
alone cannot meet all problems in the health field any 
more than in any other field of social welfare. With- 
out active support and participation by private agen- 
cies, public welfare is liable to become harsh, rigid 
and even cruel. This is precisely what is happening 
in many communities in the United States today in 
which there are no private welfare organizations. 
Many local public agencies in the United States, even 
those whose relief funds come in part from the Federal 
Government, are a reflection on American standards of 
humanism. To be specific, Catholic Charities believes 
that any law granting Federal funds to the states for 
medical care, should provide for the use of not only 
public but also private agencies in the program. All 
advisory councils set up under the program should 
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include representatives of private as well as public 
agencies. Private as well as public agencies should be 
used in personnel training programs. The U. S. Public 
Health Service should be able to extend its services 
into the new areas contemplated by S. 1620 without 
building up a new pattern. Why should it have to 
enter into the whole health program of the state in 
order to reach neglected areas? Why should it have 
to implement the services of cities like New York 
and Chicago in order to lend assistance to communities 
in which there are very limited or practically no 
health facilities? The Public Health Service now deals 
with the states on a very flexible basis. It is able to 
serve them without becoming too much involved 
in administrative machinery. All the Public Health 
Service needs is more money and somewhat greater 
authority. It doesn’t need to change the basic pattern 
on which it operates in dealing with the states. 

Every person who has moved around the country 
knows that in many American communities there are 
large numbers of needy people who cannot secure 
proper medical care. We have been entirely blind to 
the facts if we believe that this lack of adequate 
medical care has been due to lack of resources. Medi- 
cal care of the needy has been traditionally a part of 
the poor law, and the poor law attitude with all that 
it implies still remains in many places. 

In our large cities on the whole, there are fairly ade- 
quate facilities for the care of the indigent sick. The 
Federal Government has an obligation to the medi- 
cally indigent whose needs are not being met by exist- 
ing resources— public and private. The Federal 
Government can discharge its responsibility in this 
field without entering into entire state programs. 
The U. S. Public Health Service again should have 
the authority and the funds to plan with the states 
and even with local communities for the care of the 
medically needy. It should be provided specifically 
that the U. S. Public Health Service in this field 
should co-operate with and make the fullest use of 
existing private facilities. 

The National Health Bill provides Federal grants 
to states to assist in the construction, improvement 
and maintenance of needed hospitals in rural areas 
and in areas suffering from severe economic distress. 
Under this proposal, the Federal Government would 
be able to assist in building, improving and main- 
taining not only general hospitals but also tuberculosis 
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and mental hospitals. Before providing funds for the 
construction, improvement and maintenance of hos- 
pitals through the National Health Bill, we should 
reckon with the fact that the states and local com- 
munities have had Federal funds at their disposal 
through PWA and WPA for the building and improve- 
ment of their hospitals. The PWA has been making 
grants of forty-five per cent to states and local com- 
munities for hospital construction and improvement 
of local hospitals. It has assisted the states in the 
improvement of their state hospitals. 

The ordinary American community that has rec- 
ognized the need for additional hospital facilities 
and is able to carry a considerable part of the cost 
of maintenance could have secured such facilities 
through PWA and WPA. Counties are not taking on 
added responsibilities at present. They are gradually 
shifting their part of the responsibility for the care of 
the aged to state governments. They are having a hard 
struggle in carrying their share of aid to dependent 
children and in raising sponsor fees for WPA projects. 
State governments, too, are not able to secure suffi- 
cient funds to give adequate assistance under the 
Old Age Assistance and Aid to Dependent Children 
programs. 

In view of the great number of vacant beds in 
private hospitals at the present time, we cannot but 
be surprised when those who are interested in them 
question the need of additional public hospital facili- 
ties. Moreover, there has been a marked falling off in 
the income of private hospitals from pay patients. 
Private hospitals have therefore been compelled to 
look more and more for support to the per capita 
payments from local governments for free patients. 
Many cities and counties have been assuming an in- 
creasing share of responsibility for the indigent sick. 
There are whole areas, however, in which there is 
practically no recognition of this important govern- 
ment function. In these areas there is a great need for 
Federal leadership and assistance. The first task of 


IV. For the Catholic 


I 
The Character of the Catholic Hospital 
Association 

THE Catholic Hospital Association is an organiza- 
tion which comprises 673 hospitals and 90 allied agen- 
cies, the latter all rendering some institutional form 
of health and sickness care. All of these institutions 
are conducted by members of Religious Orders of the 
Catholic Church, nuns for the most part, with only 5 
hospitals conducted by Brothers. This group of hos- 
pitals which has been well organized in an Association 
since 1915 constitutes 12.4 per cent of all the hospitals 
of the United States. It also constitutes 8.3 per cent 
of the total hospital bed capacity of the United States. 
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the Federal Government then should be to make funds 
available in areas in which there is very little or no 
provision for medical and hospital care. In so doing 
it should endeavor by every means possible to secure 
local participation. It should, of course, make the 
fullest use of existing private facilities. After the 
Federal Government has built up a body of experi- 
ence in the field of medical and hospital care of the 
needy, it will be in a better position to tell what, if any, 
additional hospitals are needed. 

S. 1620 proposes certain important additions to the 
Maternal and Child Health Services and the Services 
for Crippled Children provided for in Title V, Parts 
1 and 2 of the Social Security Act. The present Ma- 
ternal and Child Health Services are entirely educa- 
tional. The Wagner Bill would add facilities for 
medical, hospital, and institutional care. These are 
highly desirable extensions of the security program. 
Since the services of which they are an extension are 
administered on the traditional grants-in-aid basis, 
the same pattern should be continued for the larger 
program. In the Services for Crippled Children at 
present the fullest use is being made of private hos- 
pitals and institutions. There should be provision 
in the law in regard to both services requiring the use 
of existing private agencies. 

The whole question of securing medical and hospital 
care for the ordinary wage earner at a price he can 
afford to pay, and of paying wage losses due to 
illness, is one of America’s most important social 
problems at the present time. While at first sight it 
appears to be two separate questions, it is really part 
of one question. We cannot separate wage losses due 
to illness, from medical care. I say with the greatest 
feeling of disappointment that in my judgment we are 
not yet ready to face the question of health insurance 
on a constructive basis. Frankly, I should hate to see 
adopted a pattern which we might regret in years 
to come. Those who have any experience in social 
legislation know how difficult it is to change patterns. 


Hospital Association 


Alphonse M. Schwitalla, S.J. 


The group constitutes 17.2 per cent of the non- 
governmental hospitals and in excess of one fourth 
(27.8 per cent) of the beds under non-governmental 
control. It represents 27.9 per cent of the non-profit 
hospitals and has one third of the beds (33.2 per cent) 
of these hospitals. In these 673 Catholic hospitals and 
90 allied agencies there were laboring in various 
professional and semi-professional activities, in addi- 
tion to approximately 23,000 student nurses and 18,732 
professional personnel exclusive of doctors,’ 13,429 
Sisters, the latter group laboring entirely unremuner- 
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ated except for the board and lodging afforded to them 
in their institutions. This large sector of the non- 
governmental hospital field is solidly and firmly held 
together not only by their organization but also by 
common purposes and motivations, as well as by 
traditions and viewpoints which have become an im- 
portant and effective influence in the health service 
to the public. 

In its membership, the Association contains a group 
of hospitals which should represent a fair cross-section 
of hospital experience throughout the United States. 
As far as size is concerned, for example, 39 hospitals 
in its membership are under 25 beds in size, 99 have 
between 26 and 50 beds, and 175 between 51 and 100 
beds. One half of its total membership therefore is 
made up of those institutions through which it is 
assumed, in the thinking of the Interdepartmental 
Committee, that health and hospital care are most 
effectively diffused among one of the most needy 
groups of the population. We find these hospitals 
located at strategic points on all important health 
frontiers in the United States. In industrial centers, 
in both large and small towns, in centers of popula- 
‘tion having the concentrated densities of population 
of our metropolitan cities, as well as in counties hav- 
ing population densities of less than 5 per square 
mile, throughout the Rocky Mountain States, and in 
the Central Northwest and in the Far West. In all 
of these areas where surveys are said to have revealed 
a great need of medical care, the Catholic Hospital 
has been established and has attempted to supply the 
needs of the people wherever those needs have mani- 
fested themselves. 

It is important to note that a study of the drift 
in the density of Catholic hospital distribution fol- 
lows population trends rather than trends in Church 
membership growth, so that this group of hospitals 
while in name, in spirit, in organization and in ac- 
tivity distinctly Catholic, has nevertheless taken an 
effective part in the distribution of health facilities 
throughout our land. A recent study places the center 
of Catholic hospital distribution within less than 100 
miles of the center of population of the United States 
but probably more than 400 miles away from an esti- 
mated center of distribution of Catholics. This fact 
correlates well with the further fact that the Catholic 
hospital serves the needs of the country without re- 
gard to the religious affiliation of its patients since 
in 1936 a trifle less than one half (49.1 per cent) of 
its patients were Catholic. 

Equally important with all of this for the purpose 
of the present discussion is the fact that the Sister- 
hoods have been able to locate their institutions in 
areas in which it would have been frankly impossible 
to establish a non-tax supported hospital under other 
auspices. The reason for this is clearly due to con- 
tributed services of the Sisters and to the limited 
demands they make for their board and lodging. 
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They are thus able when necessity demands to con- 
duct their hospitals at a per diem rate approximately 
$1.08 per patient per day (1935) lower than the non- 
profit hospitals as a group. As has just been pointed 
out various factors enter into this difference. It can 
be shown for example that the Sisters’ contributed 
service represents 42.7 per cent of the payroll of a 
non-Sister non-profit hospital of similar size and in a 
similar locality. For the smaller hospitals, the in- 
fluence of contributed service is even greater. In some 
of these it can be shown to be the equivalent of 70 
per cent of the payroll required in a _ non-Sister 
hospital of equal size and in similar localities. 

The purpose of offering these statistics at this 
point is to show that the experience of the Catholic 
Hospital Association should have a bearing on the 
solution of the problems for which the National 
Health Act is expected to supply the answer. The 
significance of this statement is accentuated by the 
fact that the Catholic hospital group constitutes 27.9 
per cent and its beds 33.2 per cent of the bed capacities 
of the non-profit hospitals. 

These statistics are therefore offered here as a basis 
for the discussion which is to follow chiefly to show 
(a) that in addition to the present governmental 
system of hospitals, hospitalization facilities for all 
classes of patients including the indigent and the 
medically indigent, are available in a paralleling 
private system which gives well-founded promise 
that as needs develop, it can be indefinitely expanded, 
limited only by the limits of available funds; and (6) 
that before any widespread plans are made effective 
through legislation for modifying the health care of 
the American people adequate provisions must be 
made to safeguard a cultural resource of the highest 
value to public welfare lest through inadvertence or 
misunderstanding this cultural heritage be imperiled 
or destroyed. 

The funds invested in the Catholic hospital total 
not less than $480,000,000—a sum of money which 
it should be noted, was raised for the most part 
through private initiative with relatively few large 
donations. The creation of these resources was due in 
large part to the contributed service of the Sisters, 
and the liberality of the members of the Catholic 
Church and of those sympathetic with the work of its 
Sisterhoods. The cost of operating these hospitals 
exceeds $80,000,000 in actual cash outlay, in addi- 
tion to $18,000,000, the statistically established value 
of the contributed service of the Sisters. The cost of 
operation of the allied agencies in this group amounts 
to a still further $10,000,000 so that $108,000,000 
a year may be regarded as a very conservative esti- 
mate for the value of the service rendered by these 
institutions. This amount represents the 3 per cent 
interest on $3,000,000,000. 

It cannot appear surprising therefore that this 
group of institutions which traditionally has kept 
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itself aloof from seeking participation through legis- 
lative or political action and which has been content 
to render its service to the public under the stimula- 
tion of its ideal motivations should now appear be- 
fore this Sub-committee to safeguard the facilities 
which a history full of sacrifices has created, and to 
seek to retain the opportunities for service to the 
public, which are the direct out-growth of the religious 
faith and motivation of its members. 

Lest the significance of these facts in the present 
question be lost sight of, it should be pointed out that 
in the year 1938 there were treated in these institutions 
2,126,497 patients of whom only 49.1 per cent paid 
sums equal to the average per diem cash cost to the 
hospital, while fully 19.3 per cent made no contribu- 
tion whatsoever to the cost of maintenance or of their 
hospital care and only 31.8 per cent made a partial 
contribution to those costs. In other words, in 1938, 
410,788 patients were treated in this group of institu- 
tions entirely without cost to themselves and 672,539 
with only a partial cost to themselves. In previous 
years, especially in the dark days of 1930 to 1934, 
these totals and percentages were even more pro- 
nouncedly weighted on the side of free and part-pay 
service. 


II 


The Action of the Joint Committee of the Three 
National Hospital Associations 


The Catholic Hospital Association has given its 
most careful attention and study to the work and 
recommendations of the Interdepartmental Committee 
and to the National Health Act. It has joined the other 
two national hospital Associations in defining its atti- 
tudes on the National Health Program. It expressed 
to the Interdepartmental Committee its confidence in 
the public pronouncements of the President concern- 
ing the co-operation of the public and private agencies. 
It accepted with trustfulness the assurance given by 
the members of the Interdepartmental Committee that 
they were seeking to facilitate and augment the co- 
operation between governmental and private agencies. 
It welcomed the promises bearing upon this point 
given by individual members of the Interdepartmental 
Committee in public utterances. In this spirit of 
confidence and trustfulness in the leadership of the 
Interdepartmental Committee it presented to that 
Committee jointly with the American Hospital Asso- 
ciation and the American Protestant Hospital Associa- 
tion a sympathetic memorandum, welcoming their 
commendations which were made for the extension of 
public health services and of maternity and child 
welfare services, for the cautious expansion of hospital 
facilities where needed, for the extension of the system 
of special hospitals and for the development of plans 
for wage loss compensation. The three Associations 
pleaded however that the historical right which the 
charitable hospital of the United States has possessed 
of sharing with the government in the care of the 
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indigent should not be withdrawn either directly or 
indirectly through new legislation, lest a national 
cultural asset of the greatest magnitude and effective- 
ness should be thus destroyed. 

With the other two national hospital associations, 
the Catholic Hospital Association pleaded “that the 
path of understanding which has been historically 
developed and which has been found pragmatically so 
efficient (be regarded as) capable of indefinite expan- 
sion to the progressive benefit of all of those interests 
which are involved in the national health care.” 
Furthermore, the Catholic Hospital Association in 
union with the other two associations asserted “that 
consistent with American trends, the government has 
allowed the private agencies the fullest exercises of 
their initiative and their prudent zeal in the promotion 
of ever so many of our national responsibilities. Now 
that we welcome the increased interest of the Federal 
Government as well as of the state and local govern- 
ments inspired by the Federal Government in the 
health problems of the Nation, we are convinced that 
this increased and stimulated interest should manifest 
itself in deeper insight into and a far-reaching influ- 
ence towards the relationships between the private 
and the public agencies.” 

(At this point, Father Schwitalla asked the permis- 
sion of the Chairman, Senator Murray, to insert for 
the record, the memorandum from which these quota- 
tions were taken. This memorandum was entitled 
“Attitude of the Hospital Associations to the National 
Health Program” and was presented on November 21, 
1938, to the Interdepartmental Committee and the 
Technical Committee — Hospitat Procress, 19 :427- 
30, December, 1938. This permission was granted by 
the Chairman.) 

The three associations also warned against adminis- 
trative procedures which would out-run the present 
level of scientific knowledge and which would change 
the accepted order of things through which the health 
care of the American people has been brought to its 
present high level of excellence. 

In view of the sympathetic understanding achieved 
by the three national hospital associations with the 
Interdepartmental Committee, and in view of the 
hopes which grew out of that understanding, it cannot 
be considered surprising that the Catholic Hospital 
Association was disappointed to discover in the 
National Health Act tendencies and trends which it 
deems precipitate rather than prudent ; tendencies and 
trends which endanger historical foundations and 
threaten the traditional dedication to public service of 
persons whose lives and labors have been given to God 
and their fellow-man, not for cconomic gain but for 
the gains revealed to them through a supernatural 
faith. The Association sought in the National Health 
Act for a recognition of the accepted patterns of co- 
operation between public and private agencies. It 
sought for plans by which that co-operation can be 
facilitated and augmented. It is disappointed to find 
that the National Health Act ignores the partnership 
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which is so characteristically expressive of the spirit 
of American democracy. 

The National Health Act not only ignores the part- 
nership which has existed traditionally between the 
public and private agencies but it places the public 
agencies into a position in which we believe they will 
sooner or later constitute an actual menace to the non- 
tax supported hospital. 

Father Schwitalla here interrupted his statement and 
requested permission to read into the record, a para- 
graph from the abstract of S. 1620 as prepared by Mr. 
Montavon, page 7, of the manuscript. 

“The program of maternal and child health services 
recommended by the Interdepartmental Committee 
and embodied in S. 1620 is no longer a welfare pro- 
gram as provided by the Social Security Act for the 
relief of rural and needy persons but in the words of 
the report of the Committee (H. Doc. 120, 76th Con- 
gress) is as follows: 

‘The objective sought in this phase of the Com- 
mittee’s proposed program is to make available to 
mothers and children of all income groups and in 
all parts of the United States minimum medical 


services.’ 
“Tn doing this under a law that authorizes no co- 


operation with any but public agencies, the existing 

charitable and voluntary agencies would not survive.” 

Instead of the traditional pattern, the Act recom- 
mends a pattern of governmental dominance over 
health care tried in its implications only in those 
countries in which the American form of democracy 
is unknown. The National Health Act vests huge 
powers over health care in the federal authorities. It 
contains no provisions looking toward an augmenta- 
tion and facilitation of the functions of partnership 
between private and public agencies. It permits the 
use of private agencies, if at all, only by implication 
in a few isolated areas of health care. It makes no 
provisions to enable private agencies to share in gov- 
ernmental grants, and thus destroys all concept of a 
partnership by keeping for one of the partners all of 
the financial resources through which the work of the 
partnership could be accomplished. It entrusts to the 
governmental authorities the drafting of all rules and 
regulations, suggesting only that advice may be sought 
from professional persons by the health official, but 
almost immediately weakens even this provision by 
suggesting first, that competent professional opinion 
must be considered advisory only and secondly that it 
must be submitted for administrative approval and 
authorization to government officials. When the 
respect of one partner for the other in a partnership is 
destroyed by the action of one of the partners the 
partnership itself is already destroyed. In the present 
case, the government would sooner or later absorb the 
other partner, the non-tax-supported hospital, and we 
should see re-enacted on a national stage the tragedies 
which we have witnessed on smaller stages in some of 
our state plans. 

Ill 
The National Needs 
Why, it may be asked does the National Health Act 
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make such short shrift of the rights and the functions 
of the non-tax-supported institutions? The obvious 
answer which surely is too much on the surface to be 
the true answer, is because those who have introduced 
this legislation are in favor of government dominance 
in all matters affecting national life. But if this is not 
the true answer, is it because the non-tax-supported 
institutions are not rendering public service? The 
Catholic Hospital Association voices in answer an 
emphatic “No.” The Association is aware of the statis- 
tics that have been adduced to emphasize the inade- 
quacy of the national health service as now given to 
our people. It recognizes the fact that there are short- 
comings in health care as there are shortcomings in 
supplying other necessities of life and in giving to our 
people the services of which they stand in need. But 
to regard the inadequacy as a menace to national 
stability or to regard it as being of greater emergency 
than for example, the present need for relief or 
national employment or national security in business, 
is surely to ignore the vital statistics assembled by the 
government itself. It is to close one’s eyes to the 
enormous developments in our health facilities and 
health services which have given to the American 
people the best health care ever developed in the 
history of the world. Ample statistics bearing upon 
this point have been brought before this Sub-com- 
mittee by other groups and these statistics amply 
substantiate the statements we are making. The in- 
cidence statistics of certain diseases, such as heart dis- 
ease are not going to be materially affected by such 
provisions as are contained in our National Health 
Act. If we are looking for reducing the incidence of 
nervous and mental diseases why not make adequate 
provision for the nation’s sound mental hygiene and 
why not face the problems of youth so eloquently 
pointed out by the surveys conducted by the National 
Youth Administration. There is nothing inherent in 
the situation that would lead us to believe that the 
multiplication of facilities or personnel will substan- 
tially alter our morbidity or mortality statistics. To 
alter them means more medical science and more 
medical art; it means better housing and living con- 
ditions; better recreational facilities and more con- 
tent in living; more moral living and the creation of 
higher ideals; it does not mean more administration. 
It means more personal devotion and more conscien- 
tious competence, but not necessarily more money, 
desirable though that may be, in certain aspects of 
health care. 

Do we need more facilities for hospitalization ? Dur- 
ing 1938 the Catholic hospitals of the United States 
showed an occupancy of 64.8 per cent. Obviously this 
occupancy figure is not equally applicable to all sec- 
tions of the country. In various regions we find occu- 
pancy percentages ranging from 61.5 per cent in the 
central west to 69.7 per cent in the far west. In the 
country as a whole, however, in our group of hospitals 
not fewer than 7,000,000 hospital days could have been 
utilized for patients giving facilities for more than 700- 
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000 additional patients without over straining hospital 
facilities and allowing for only a theoretically desirable 
average of 85 per cent occupancy. If we bear in mind 
that this group of hospitals represents only somewhat 
less than one-third of the non-profit hospitals it is 
obvious that no fewer than 2,000,000 patients could 
each have been hospitalized for 10 days in the beds 
that were unoccupied in these non-tax-supported in- 
stitutions during 1938. Add to this the beds unoccupied 
in the many excellent proprietary hospitals and this 
number could be increased by a fourth of a million. 
There may be localities in which additional facilities 
should be made available to the people but the facts 
do not suggest an all-comprehensive national legisla- 
tion to care for a few well defined and clearly recog- 
nized local needs which in default of local resources 
could well be met by an enlightened liberal national 
policy in the granting of one of many forms of pay- 
ment for services rendered to patients unable to pay 
their own sickness bills. 

It has been said that not the persons who need 
hospitalization but those who pay for it are getting it 
today. No competent person would contend that all 
people who need hospital care are receiving it today 
to the extent of their needs, but neither will any com- 
petent person express the opinion that all persons 
needing hospital care will receive it if we merely add 
additional facilities and increase the salaried personnel. 
Factors are effective in this question which would defy 
merely an economic solution. Generally speaking, we 
would expect that if the need for hospitalization were 
a pressing national need the hospitals with which our 
out-patient departments are connected would be loud- 
est in their insistence for more facilities. Yet such is 
by no means the case in all such institutions. Private 
physicians moreover are finding no difficulty as a 
general rule in hospitalizing patients in need of hos- 
pital care in their private practice. Statistical methods 
which have been applied in this area are notoriously 
susceptible of ambiguities and are subject to local 
variations and these conditions cannot be assumed 
to exist on a national level. The enormous discrep- 
ancies between generalizations based on statistical 
studies in these matters must be explained on the basis 
of the neglect or the ignoring of local differences. 

It would lead us too far at this point to pursue this 
line of reasoning and to analyze illustrations of the 
contention that while the health needs of the Ameri- 
can people and especially hospitalization obviously 
exist, the needs are not of the order of magnitude 
throughout the nation which has been quite generally 
assumed by some contestants in this discussion; and 
secondly, the facilities for hospitalization are suffi- 
ciently available in by far the larger area of the nation 
to take liberal care of a major fraction of persons 
needing hospitalization. There is one limitation to be 
sure to this statement which is generally recognized 
and that is that the statement applies to general hos- 
pitals and to that group of the population which is 
defined as acutely ill. 
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The National Health Act offers another source of 
disappointment to the Catholic Hospital Association. 
It was expected that the new legislative proposal 
would offer a solution of the problem of those who 
have thus far been unable, allegedly, to secure hos- 
pitalization when they needed it. It was expected that 
plans would be proposed for taking care of the in- 
digent and the medically indigent. There can be no 
doubt but that in some localities these groups stand 
in need of further facilities. The hospitals of the coun- 
try which have borne the burden and the privilege, 
as one may look at it, of caring for these groups dur- 
ing the depression know this fact even better from 
first hand experience than economists who have ascer- 
tained it through secondhand testimony. In many 
localities, perhaps in most of them, the need would 
not exist if the partnership between the public and 
private agencies had been made effective. To be sure 
if the government commits itself to the theory that the 
indigent is a ward of the state and interprets this to 
mean that the indigent may be taken care of solely in 
public hospitals, a great need for such public facilities 
may exist in some localities. But the Catholic Hos- 
pital Association must emphatically repudiate such a 
theory; for our Association the indigent is the ward 
of society. In America, thank God, society and the 
state are not as yet coterminous, and please God, 
they never will be. The Catholic Sisterhoods have been 
founded, many of them centuries ago, to care for the 
sick poor, and they have lived up to this purpose, 
under the sublime motivations of their supernatural 
faith even to the point of indescribable hardships and 
sufferings. They do so not in a spirit of condescen- 
sion but in pursuit of a blessed privilege regarding 
the sick poor as images of Christ Himself. Should we 
now substitute the impersonalities of government for 
this personal, devoted and self-sacrificing service? Are 
we dropping from our culture one of its more cherished 
and valuable components? If the Catholic hospital is 
willing to accept remuneration for the care of the in- 
digent, it will do so to increase its opportunities for 
service and not because it has tired of its idealism or 
defaulted in its motives, nor because it recognizes the 
state’s right to the exclusive care of the indigent. It 
is the privilege of both governmental and non-govern- 
mental agencies to care for the indigent and if govern- 
ment will assist by a contribution to enable the 
non-governmental agencies to use this privilege, such a 
contribution will be the expression of the partnership 
between public and private agencies. 


IV 
The National Health Act 
It has been suggested that the Senate Committee 
in charge of the National Health Act is aware of the 
importance of maintaining the partner-relationship 
between the public and the private agencies and that 
amendments to the Act would be welcomed. The 
Catholic Hospital Association deeply values these 
expressions of good will. It questions seriously, how- 
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ever, the possibility of amending an act in the formu- 
lation of which the basic considerations which we are 
here adducing were not kept in mind. Efforts have 
frankly been made to draw up possible suggested 
amendments. The changes would have to be made in 
so many places to safeguard the position of the 
private institution that the process would be tanta- 
mount to the formulation of a new act. 

First and foremost, there is need of a clearly 
formulated statement that nothing in this bill should 
be regarded as impeding the free use of the non- 
tax-supported institutions in providing for the National 
Health needs. But such a principle would be far from 
satisfying what we believe to be the legitimate de- 
mands of the Catholic Hospital Association. It would 
be necessary also to confer authority upon those 
upon whom the bill now confers it, to enforce the 
prescription that no state plan would be approved 
which did not provide for representation and use 
of private agencies, placing the private and the public 
agency on an equal footing before the law for the 
achievement of the purposes of this Act. Furthermore, 
all of this would not be sufficient, because mechanisms 
would have to be devised which would guarantee 
to the private hospital the complete maintenance of 
its individuality, even if the supervisory function of 
governmental authority, with reference to the areas 
of activity of the private institution and public wards, 
would be fully recognized. In other words, it would be 
necessary to safeguard, for example, the present ad- 
mission policy of the private institution; the methods 
by which its staff appointments are made; the methods 
by which its educational functions are carried out; 
the methods by which its public relations are main- 
tained; and, most of all, as far as the Catholic insti- 
tutions are concerned, the procedures by which the 
Catholic institution has traditionally maintained its 
health activities in conformity with the moral teach- 
ings of the Catholic Church, with reference to certain 
areas of medical practice. All of this would have to 
be done while still leaving governmental authorities 
free to exercise the measure of supervision through 
which an equable distribution of available funds for 
services rendered could be effected. It is precisely 
in this area that the interests of the hospitals cannot 
well be separated from the interests of medical prac- 
tice. In this area, too, the freedom of individualized 
hospital practice and the freedom of individualized 
medical practice would find themselves essentially 
united against any plans by which socialization of 
medicine or socialization of hospital service, no matter 
how defined, might be contemplated. 


Vv 


Conclusion 


In conclusion, may I leave these thoughts with 
the members of the Sub-Committee ? The Catholic hos- 
pitals are convinced that: 
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1. The present plan of hospital practice, that is, 
the manner in which hospital service is organized in 
the Nation, is fundamentally sound and administra- 
tively, economically and medically justifiable. It is 
serving the nation effectively. 

2. The traditional partnership between the public 
and the private institution must, by all means, be 
maintained if we wish to safeguard not only the 
status of the National Health at any moment, but 
also provide for an intensification, a scientific im- 
provement and an ethically sound development of 
medical and hospital practice. 

3. Additional hospital facilities for certain classes 
of patients are needed, so that hospitalization of nerv- 
ous and mental patients, for example, and of chroni- 
cally ill patients, might be facilitated. 

Furthermore, that certain areas of the Public Health 
program should be extended, especially by making 
more accessible certain supplies, such as, sera and 
drugs, and by intensifying certain educational activities 
of the Public Health service for the better instruction 
in health matters of our people. 

5. As far as our hospitals are concerned, what is 
needed is not more hospitals, but more opportunities 
for the private hospitals to provide for those indigents 
who, without becoming public charges, should be given 
the opportunity of entering hospitals of their choice 
and, thereby, extending to those patients at least a 
measure of the privileges enjoyed by their less handi- 
capped fellow citizens who purchase, in times of sick- 
ness, the services which they personally desire. 

6. The Catholic Hospital Association is convinced 
that for the betterment of American health it is im- 
portant to aim at obliterating the distinction between 
the indigent patient, and the pay patient, as far as 
the essentials of medical care are concerned. 

If this objective can be regarded as a legitimate 
objective, a National Health Act should be devised 
which will respect the institutions that have tradi- 
tionally cared for the health of our people and have, 
during the last century, formed the foundation of 
any National Health program. Such an act will make 
available, with a minimum of administrative ma- 
chinery and with a minimum additional burden of 
taxation for our people, funds which will give to those 
institutions which desire it, additional opportunities 
through remuneration for services to render constantly 
enlarging public service to the people who need it. 

7. Finally, the Catholic Hospital Association is 
convinced that only through a broad liberalization of 
the provisions for intensifying the partnership be- 
tween the private and the public agencies can the 
purposes of the National Health Act and of the 
stated purposes of the Interdepartmental Committee 
be achieved. President Roosevelt has insisted that 
“private community effort is not contradictory in 
principle to Government effort, whether local, state, 
or national —all of these are needed to make up the 
partnership upon which our nation is founded.” 

















V. For the American Protestant 
Hospital Association 


OPPOSITION to the Bill is as follows: From the 
beginning or even before the American Government 
was founded voluntary hospitals were serving faith- 
fully the poor who became ill and applied to them for 
service. We would call your attention to the Pennsyl- 
vania Hospital founded in 1751 by Honorable Ben- 
jamin Franklin and Dr. Thomas Bond. We would 
submit to you that this institution has never closed 
its doors in nearly two hundred years, that two mil- 
lion, eight hundred thousand people, regardless of race, 
creed or color or financial circumstances have been 
served by this institution, that the soldiers of every 
war the American Government has fought have had 
their wounds dressed in this institution; that no 
person, regardless of financial condition, has failed to 
find refuge and be served in this institution and this 
same spirit prevails throughout the Voluntary and 
Church Hospitals of America. There are several 
thousand such hospitals in America. Why rob them 
of the privilege of such service? 

The money was raised by voluntary gifts through 
the efforts of this noble statesman and outstanding 
citizen and scientist. It is said that many people 
sacrificed even their own personal desires in order 
to make the hospital possible. Just as the Pennsyl- 
vania Hospital was built with this voluntary money 
even so also have most of our great institutions 
been so built. Religious denominations have gone 
about gathering money to build their institutions that 
the American people might have a place to go when in 
need of hospital service and for all this time the 
charity work of the American people has been largely 
done through these great institutions and through 
their efforts and oftentimes sacrificial efforts, millions 
of dollars have been raised in order that we might 
serve the people of America. We, therefore, do not 
want these great institutions who have served so 
valiantly without price to be blotted out and not 
given the opportunity to continue this service. These 
Church hospitals are entitled to thanks and praise 
and not a lockout against them. 

Most of these institutions have built up schools of 
nursing. None better can be found anywhere. They 
have trained these young ladies in a Christian atmos- 
phere the better to serve humanity at home and abroad. 
We feel that these Grade A schools of nursing should 
not be discriminated against and should have credit 
for what they have done and be utilized for further 
service. We, therefore, believe the Senate Bill 1620 
to be injurious to these schools of nursing and institu- 
tions of healing. 

You can readily see from the information that I 
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have just given you that the Church hospitals of the 
United States are vitally interested in the provisions 
of Senate Bill 1620 not only because so much of the 
medical care is given in hospitals but more important 
the hospitals are extremely interested in any bill of 
a social nature which has to do with medical care be- 
cause of the large number of charity and part-pay 
patients. 

We doubt if any of the health agencies of this 
country gave as attentive consideration to the Inter- 
departmental Health Conference as our National 
Hospital Associations. The recommendations of the 
Committee were discussed pro and con at our national 
meeting. While most of the recommendations were 
acceptable to us, what fears we had were completely 
allayed when Mr. Altmeyer, Chairman of the Social 
Security Board, gave a most remarkable address be- 
fore the General Assembly of the American Hospital 
Association. We felt from his talk that the position of 
the voluntary and Church hospitals was understood 
and we were anxious to go along with the plan that 
the Government might present. Since then President 
Roosevelt has given several addresses in which he 
placed philanthropy of this country on a high plane. 
You see that our only interest is that the government 
in its plans for an enlarged health program should 
take into consideration the splendid work that has 
been done by the voluntary and Church hospitals. 

We have anxiously awaited to see in what way the 
recommendations of the Interdepartmental Health 
Committee would be fulfilled. Unfortunately, during 
the conference between the members of this committee 
and their technical advisors, and the representatives of 
the three National Hospital Associations we felt that 
there were certain technicians who seemed unapprecia- 
tive of the efforts of the voluntary and Church hospitals 
and were skeptical as to the ability of the hospitals to 
work out plans of their own to make hospitalization 
more available to those groups of citizens who have 
difficulty in financing the cost at the present time. 

We were led to believe that the Interdepartmental 
Health Committee would present a bill of its own. 

In the meantime, we read the President’s message 
to Congress. Knowing his interest in private philan- 
thropy we felt that shortly a bill would be presented 
with his endorsement and we had great faith that a 
prominent place would be given to the voluntary and 
Church hospitals. 
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Finally word came that the bill to be presented by 
Senator Wagner would embody the recommendations 
of the Interdepartmental Health Committee. Never 
has the hospital field awaited the contents of a bill 
as they did the one we are discussing today. The bill 
came to us with great surprise and utter bewilderment 
due to the fact that nowhere in the bill were the 
voluntary and Church hospitals mentioned. In fact it 
seeméd as if the bill had been written purposely to 
make impossible further medical aid in voluntary 
institutions. The vagueness of the bill was worse than 
the surprise is created. It caused great concern among 
our voluntary and Church hospitals throughout the 
country. The promise of Miss Roche and Mr. Alt- 
meyer along with the President’s addresses and our 
complete acceptance of their promises that nothing 
would be done to disturb the relationship between 
private and public charity forced us to believe that 
we had been misled. 

When the Senate Bill 1620 was finally introduced, 
the contents of same were a disappointment, because 
the definite promises made to the hospital people 
were nowhere to be found. The present reaction of 
the hospital people is one that is due, primarily, to 
the natufe of the work in which we are engaged. We 
deal with the problems of charity continually. Our 
institutions*éspense charity daily and as a result we 
become charity-minded. Today we view the S. 1620 
National Health Bill with charity so far as the pre- 
vious promises are concerned. We were pleased with 
Senator Wagner’s remarks which were made on May 
4th before this Committee in which he stated very 
clearly that this bill was in no way intended to dis- 
criminate against the voluntary and church hospitals 
and that he welcomed amendments that would pro- 


VI. For the American 


IN DISCUSSING Bill S. 1620 for the American 
Hospital Association, let me emphasize, at the begin- 
ning, that we come in a spirit of helpfulness, with full 
realization of the importance of any national health 
program to the public whom we all serve. For informa- 
tion of this Honorable Committee I submit brief facts 
about the American Hospital Association. Any reput- 
able hospital in the United States is eligible for mem- 
bership as are, also, Trustees and Executives of such 
hospitals. The Association is non-sectarian but in- 
cluding in its membership, in addition to-a large group 
of non-sectarian hospitals, also many Roman Cath- 
olic, Protestant and Jewish hospitals. Privately sup- 
ported voluntary hospitals and tax supported Federal, 
State and County Hospitals are all represented, in 
large numbers, in its membership of four thousand. 
This membership controls three fourths of the gen- 
eral hospital beds of the nation. Over five thousand 
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tect our existing hospitals. 

However, we understand that personal opinions of 
the writer of a bill do not make the law. We accept 
Senator Wagner’s request for amendments to protect 
the voluntary institutions of this country and we trust 
that such amendments may still be received. 

In conclusion, although the stated objectives of the 
National Health Bill are generally recognized with 
some exceptions desirable, we cannot approve the 
methods by which these objectives are to be attained. 
First, it does not recognize present church hospitals ; 
second, it will prevent increased private philanthropy ; 
and it discredits a great deal of mercy work that has 
been carried on in this country for the years past. 

Our nation has become great — not solely because 
of her material advancement. On our march for- 
ward from the world of yesterday to the world of 
today, we have given consideration also to the things 
of the spirit. We have made philanthropy our church 
and private business, our support of Church and pri- 
vate institutions is the American way and a privilege 
bestowed under our democracy. For the sake of our 
country and for the good of all the people, let us 
continue to use our Church Hospitals, the expression 
of the principle of practical Christian charity and 
continue these great institutions in partnership with 
governmental agencies, going forward together for the 
betterment of our citizens. 

The bill, S. 1620, is not needed because we have 


adequate laws for maternal and child welfare work and 
they are doing a splendid job. The United States 
Public Health Service is doing well, local politics 
considered. S. 1620 is a duplication and not needed. 
It creates an additional bureau in Washington with 
more overhead. 






Hospital Association 


C. W. Munger, M.D. 


persons attended a _ recent convention of the 
Association. 

The above facts are presented with intent to make 
it clear that the American Hospital Association repre- 
sents the interests and the combined thinking of 
American hospitals. Material which I shall present 
epitomizes well considered conclusions which take into 
consideration the interests of all types and kinds of 
reputable hospitals. 

In appearing here we cannot be unmindful of our 
acceptance of an invitation from the Interdepartmental 
Committee to appear before it, with a group represent- 
ing all three National Hospital Associations on Novem- 


ber 21, 1938. The whole spirit of this proposed law 

















is based, we believe, upon the researches and delibera- 
tions of that Committee. Our position was made clear 
at the time of our appearance in November. Our 
points — were courteously received and, we believed, 
mainly concurred in, yet, this bill which, in the 
opinion of many, represents a legislative effort to 
implement the recommendations of the Interdepart- 
mental Committee falls far short of meeting our very 
reasonable demands. It impresses us as having po- 
tential elements for usefulness in the improvement of 
the national health picture but (1) its general vague- 
ness, (2) its omissions of safeguards against inade- 
quate hospitalization, (3) its failure to make clear 
provision for safeguarding and stimulating the em- 
ployment of private philanthropy to aid in any hos- 
pitalization program, aside from other minor points, 
make us extremely fearful of its effects. We are cer- 
tain that unless amended that it will not serve the 
public’s interest and will not improve hospital care as 
much as it will do injury to it. 

I beg the Committee’s indulgence while I read a few 
excerpts from our presentation last November, to 
the Interdepartmental Committee. I shall refer back 
to these excerpts, later, in pointing out vitally neces- 
sary changes in the law as proposed. 

“Now that we welcome the increased interest of the 
Federal Government, as well as of the state and locai 
governments inspired by the Federal Government, in 
the health problems of the Nation, we are convinced 
that this increased and stimulated interest should 
manifest itself in deeper insight into and a far reach- 
ing influence towards the relationships between the 
private and the public agencies. 

“With reference to the extension of public health 
services our three Associations are in accord concern- 
ing the need of such extension. 

“With reference to the enlargement of grants under 
the Social Security Act for the care of the sick un- 
employed, child welfare, maternity welfare, and the 
care of crippled children, the three Associations again 
are in complete accord in giving their wholehearted 
approval. 

“With reference to the increase in the number of 
hospitals, the representatives of our three Associations 
recommend a measure of prudent reserve no less than 
of effective activity. . . . It is strongly recommended 
by all three Associations that the extension of facilities 
should take place only after adequate and impartial 
surveys of local needs.” 

We take it that this Bill is essentially a “motion” 
to actuate the recommendations of the Interdepart- 
mental Committee, that discussions, suggestions and 
possible amendments have been called for and that 
we have been invited to join in these discussions. 

When Senator Wagner introduced this bill into the 
Senate we do not believe that he thought for one 
moment that it represented a finished piece of legis- 
lation. We are encouraged to believe from his own 
remarks before the Subcommittee of the Committee 
on Education and Labor that he would like to see this 
bill considered carefully from every angle before any 
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recommendation is made as to its final disposition. 
This, too, no doubt, is the feeling of the Subcommittee, 
as is evident from the very fact that representatives 
of the National Hospital Associations and other or- 
ganizations have been invited to appear before the 
Subcommittee to discuss the provisions of the Bill. 
Let us record, now, that the American Hospital 
Association unequivocally opposes passage of this Bill 
as presented but that we will consider it with more 
favor if it is amended to remove the serious objections 
we have to certain of its provisions and omissions. 
When this Bill became available for our study, we 
found much of good in it, but to our extreme regret 
and to our great anxiety for the future of what is 
already the world’s best hospitalization coverage of 
a nation, we found that much of our advice and most 
of our warnings to the Interdepartmental Committee 
had, apparently, gone unheeded. May I emphasize 
that the hospital profession of this country is socially 
minded, that we know that problems of securing ade- 
quate hospital care do exist. We do not hide our heads 
in the sand and say “I see no need, therefore there is 
none.” But, also, our Association is composed of the 
elements which have pioneered hospitalization in 
America and, to the informed, it is obvious that what 
is thus far known about hospitalization of the sick 


and injured, is at our finger tips. We are accustomed 
to think in terms of community values, not in terms of 
selfish considerations. Our advice should be heeded. 


To compare the Bill with our advice to the Inter- 


departmental Committee : 


1. The partnership idea as between governmental 
and private charitable agencies is not brought out i.. 
the Bill, although this was essentially the keynote o. 
our November document. We believe that the point 
should be made unmistakably clear that the private 
agencies are to share in any national health program 
to the limit of their facilities and that they are to 
receive the benefits of any financial aid that is made 
available to the states. 

2. We have stressed the belief that the care of the 
indigent and the medically indigent is the focal point 
of interest in this whole question, yet the Bill pro- 
vides care for all classes. Sufficient credit is not given 
to the efforts which private agencies are making to 
give care on a small prepayment basis to those who 
are able to afford participation in such plans. There 
seems to be no good reason why the government should 
furnish complete care to those who are able to pay for 
such care. 

3. Sufficient emphasis is not placed on the point 
that facilities are to be extended only after careful 
surveys by competent persons show the actual need 
for such extensions. We believe that in making such 
surveys not only professional competence of the sur- 
veyors must be considered, but also the necessity of 
adequate representation of the parties who are quali- 
fied to have an interest in formulating the recommen- 
dations based upon a survey. Public funds should not 
be expended unless the definite need for the expendi- 
ture has been frankly shown, nor should the multipli- 
cation of facilities operate against the continued 
employment of facilities, public or private, already 
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created. Perhaps the advisory councils, state and 
federal, mentioned in the Bill, are a partial answer to 
these objections, but the fact remains that they are 
of a purely advisory nature, their make-up is ill- 
defined, they are permissive for the federal bureaus anc 
compulsory only for the states. 


Inasmuch as several months have elapsed since our 
conference with the Interdepartmental Committee and 
particularly since this legislation has been formulated 
in the meantime, it is only natural that we should 
amplify our thinking to include certain other 
observations. 

From the statement made by the Interdepartmental 
Committee that approximately 40,000,000 people in 
this country earn $800 or less per year, we should not 
draw the inference that all of these people receive 
practically no medical care. In this connection we 
would call your attention to the fact that city and 
county hospitals alone offer a potential of 66,388,025 
days of care per year. These are tax supported institu- 
tions offering hospital care for the most part to the in- 
digent and the near indigent. Tax supported state 
general hospitals such as we find in Wisconsin, Minne- 
sota, Iowa, Indiana, Michigan and other states in- 
crease this potential by additional millions of days. 
Private voluntary charitable hospitals also add a con- 
siderable quota. It is true that the distribution of these 
beds leaves something to be desired, but the picture in 
general is not as gloomy as some would paint it. Under 
hospital insurance plans, which have been developing 
so rapidly in the last few years, the average subscriber 
uses less than one day of hospital care per year, but 
the city and county hospitals now in existence would 
provide one and one-half days per year for each of the 
40,000,000 people who earn $800 or less per year and 
still have 6,388,025 potential days unused. Of course 
the average stay of those admitted to these institutions 
might be somewhat longer than that of the hospital 
insurance but those figures give us 
something to think about. 

In our discussions of this Bill in our Association, 
the question has naturally arisen as to whether we 
should subscribe at all to the general philosophy of 
government which underlies bills of this sort, which 
centralize more and more power in the Federal gov- 
ernment, which provide for expenditures of vast sums, 
more perhaps than is obtainable. We go on record 
that, in failing to oppose this Bill on such grounds, 
we cannot and do not commit our Association as in 
general approval of such measures. 

We believe the amounts to be appropriated for the 
first two years for the building and improving hospi- 
tals, Title XII, page 26, lines 8, 9 and 10, are more 
than can be used effectively during that period, and 
that a fraction of the amounts proposed is all that 
could possibly be properly expended. 

Thought should be given to the use at first of experi- 
mental areas in determining methods for carrying out 
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this act and for the sums needed. The automobile 
manufacturer doesn’t jump from blue prints to the 
mass production of cars. He first tries out his ideas 
on experimental cars and if they prove to be satis- 
factory he goes into mass production. Wouldn’t some 
of this kind of experimentation on a small scale be- 
tween the blue print and the mass application stages 
save us millions of dollars in the running of our gov- 
ernmental programs? The Wagner Bill proposes no 
intermediate experimentation, unless the smaller ex- 
penditures for the first year of operation of the plan 
are interpreted as such. With its widespread applica- 
tion this can be only an experiment in dilution. A 
much smaller expenditure applied to a small experi- 
mental area would yield data which might be useful 
because conditions could be made to fit any program 
that might be devised for wider application at a later 
date. 

We must needs call attention, forcibly, to the vague- 
ness of the bill. We are fearful because we cannot 
comprehend with certainty the significance of all of 
its implications and possibilities. Definitions are lack- 
ing for the most part. Appropriations are not limited 
after the first three years. If, as Senator Wagner is 
believed to have said, there is every intention to share 
(the hospital phase of) medical care of the poor with 
voluntary charitable agencies, the Bill fails to specify 
how this is proposed to be done. In fact, as we read 
the Bill, we are impressed by its apparent intention to 
dispense government aid, not only through govern- 
mental agencies, but also to dispense it to them only. 
Unless this be corrected the voluntary charitable hos- 
pitals will be forced to curtail or to completely give 
up their programs. I want to make certain that the 
honorable members of this subcommittee fully under- 
stand that it is our best type of hospital whose aid 
would be likely to be lost to the National Health Pro- 
gram, unless the Bill safeguards their programs and 
charitable purposes. 

It is hospitals like these that have set past standards 
in institutional care of the sick ; they are still doing so. 
I feel sure that you will not let this Bill pass in such 
forms as to withhold, from them, aid and support at 
least equal to that accorded to the new hospital units 
proposed in the Bill. 

We make the following additional points: 

a) Under Title XII, there should be provision to 
permit the acquisition of existing plants as well as the 
construction of new ones; 

b) The Bill must avoid designating the state health 
department as the exclusive agency for the hospital 
program, since on general principles we think such 
designation should be left to the states, and there are 
now several states, e.g., Louisiana, which have state 
hospital programs not under the direction of the state 
health department; also, in many states, the public 
health departments have had no experience in admin- 
istering or planning buildings for medical care, their 
efforts in the past having been in prevention as dis- 
tinguished from treatment of disease. In some states 
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the departments of health would be totally unfamiliar 
with hospital problems, while the welfare or some 
other department would be competent; 

c) The Bill should make competent and careful 
surveys obligatory as the basis for determining th. 
needs of localities, thus avoiding the push from par- 
ticular localities which may more easily take a political 
form. Furthermore, it is rarely the poorest and most 
needed localities which will take initiative; 

d) The Bill should authorize the U. S. Public 
Health Service to aid in making such surveys. Such 
authorization seems essential if most states are to have 
qualified personnel for such work; 

ce) As to Title XIII, the Bill should make clear be- 
yond any doubt the authority to utilize voluntary, as 
well as governmental facilities; 

f) Centralization of the administration of the pro- 
posed Act is considered extremely desirable. The Re- 
organization Plan of the President which will go into 
effect July 1, 1939, would place all of the administra- 
tive responsibility under the new Security Agency, 
except Title V, Maternal and Child Welfare, which 
would remain under the Children’s Bureau. Befo: 
passage the Bill should undoubtedly be amended 
to comply with this change in the governmental 
structure; 

g) Further change should be made with respect to 
the councils. Provisions should be made for a central 
council under the Security Agency, which the Bill 
should require and which should include persons 
drawn from the professions and the public. This coun- 
cil should have power to advise on the general policies 
ana standards involved in the Bill and on such general 
regulations as may be drawn up for its administration. 

Councils having advisory powers on various special- 
ized phases of the Act (e.g., hospitals and specific 
disease problems) should be authorized. 

To summarize, The American Hospital Association 
respectfully suggests and advises : 

1. That the Bill as proposed, in its phases touch- 
ing hospitalization, is a very imperfect instrument and 
ought to be extensively amended or else abandoned. 

2. That, if amended, at least the following changes 
relating to the hospital phase of a National Health 
Program, should be made: 

A. That voluntary non-profit charitable hospitals 
should be specifically included in the Bill and when- 
ever in the public interest, aided in their programs, 
through State Funds based upon Federal grants. That 
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the Bill clearly provide for partnership between such 

hospitals and governmental hospitals. 

33. That government funds be not used to pay cur- 
rent hospital expenses of persons who are not indigent 
or medically indigent and that the Act encourage in- 
dividual voluntary insurance coverage for hospital 
care. ' 

C. That there be no aid in extension of hospital 
facilities until such are found clearly necessary 
through competent surveys, surveys which establish 
not only the need, but also the feasibility of proper 
staffing of such hospitals and that suitable voluntary 
facilities are not duplicated. 

D. That the proposed appropriations for the first 
year, for extension of hospital facilities, be reduced 
to figures practical to utilize; that utilization of ex- 
perimental areas be made possible. 

E. That the Bill be made more specific throughout, 
avoiding its present vagueness on so many points. 

F. That the Bill permit the acquisition as well as 
the building of hospitals. 

G. That it be not obligatory upon the states to 
designate the state health department to administer 
hospital programs. 

In view of these facts, we respectfully recommend 
to this Subcommittee that as the Bill is not satisfac- 
tory in its present form, more study be given this most 
important problem. 

We have tried to prepare for your consideration 
today suggested amendments that would correct the 
deficiencies of this Bill and provide for the utilization 
of existing facilities and the proper remuneration for 
same. However, we have not been able to explore ail 
the avenues of study, nor to evaluate the many in- 
volved implications that must be given consideration 
in a national program. We should like to do this and, 
in closing, I not only wish to thank the honorable 
members of this Subcommittee for hearing this presen- 
tation of the views of the American Hospital Associa- 
tion, but to assure them of its complete co-operation 
if additional advice is desired or if the extensive files 
and information of our central office would aid them 
in their present deliberations, which are so important 
to the future health and well being of our fellow 
citizens. 




































In medieval times we find that hospitals were con- 
structed with interiors which were decorated with 
niches and paintings to beautify the wards. In the 
larger hospitals the architects planned for light and 
air by means of large windows. About seven to 
25 the limit being 
determined by the founder. 


patients were accommodated, 


State Licensing and Control 

While all of us are in a general way familiar with 
present-day state rules and regulations concerning hos- 
pitals, we cannot help but wonder at the tremendous 
progress which has been made not alone in the con- 
struction of these institutions but in the rules which 
control their maintenance and operation. The charter 
of the first hospital in the new world was conferred by 
Pope Clement VII by Bull of the 16th of April, 1529, 
although the institution was actually erected about 
five years before in Mexico City. In his will, Cortes, 
to whom was given the perpetual patronage of the first 
hospital, known as the Hospital of the Immaculate 
Conception, made provision for the future needs of 
the institution. The hospital is still in existence; its 
superintendents receive their appointments from the 
descendants of Cortes. 

For our second hospital in the western hemisphere, 
we must turn northward to Canada where the earliest 
hospital was established in 1639 as the Hotel-Dieu at 
Sillery, later transferred to Quebec. Father La Jeune, 
a Jesuit superior, wrote to the court of France for a 
charter, declaring that: “If we had a hospital here, all 
the sick people of the country and all of the old people 
would be there. The charity of the Sisters does more 
for the conversion of the savages than all our journeys 
and all of our sermons.” 

In the United States the first hospital to offer con- 
tinuous service was established in the City of Phila- 
delphia. The Pennsylvania Hospital, as it was known, 
was probably the first institution to be granted a 
charter in the year 1751. In the City of New York, 
which boasts of the greatest number of hospitals of 
any city in the country, King George III chartered the 
Society of the New York Hospital in 1771. It was not 
until 1849 that the first Catholic Hospital, St. 
Vincent’s, was opened in New York City. 

Today, the licensing of hospitals is in the hands of 
the individual states, whose regulations and laws it 
would be futile to discuss at any length because of 
their variation and detail. For example, in the City of 
New York, which is permitted to exercise local control, 
regulations were adopted by its Department of Health 
on December 14, 1937, for lying-in institutions and 
new-born nurseries and hospitals, which are of interest 
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chiefly because of the great detail involved in the care 
of infants. Two separate nurseries must be maintained 
in each hospital: one for normal new-born infants and 
another for premature infants. Spacing between ad- 
joining bassinets must be at a minimal distance of six 
inches on all sides. The suspension of bassinets on 
double-tier racks is prohibited. A separate nursing 
staff under supervision of a registered graduate nurse 
must be maintained both day and night and not more 
than one unit of eight babies is to be under the care 
of an individual nurse at any time. 

Since each state and many local communities have 
their own regulations, we are confronted with a veri- 
table Tower of Babel in attempting to speak the legal 
language of each state and locality. Perhaps it is best 
that I do not remind you of the multitude of regula- 
tions which exist in your state for carrying on the 
work of your hospital. There are many other problems 
to discuss which may be more interesting if not more 


complex. 


The Legal Status of Nurses 

History has recorded the unselfish devotion of the 
nursing orders in both the old and the new worlds in 
the care of the sick. The founders of Montreal, 
Canada, were accompanied to the western hemisphere 
from France by Mlle. Mance. After carrying on the 
work of caring for the sick for 17 years in the Hotel 
Dieu, she brought over the Hospitallers of Lafleche, 
France, in 1659. 

Modern nursing technique is intended, of course, to 
safeguard the nursing of the sick and to assure care by 
persons with the necessary training. State regulation 
usually controls this field of service. In New York 
State, it was not until 1903 that a nurse qualifying law 
was adopted. Its provisions required a nurse to have 
a diploma from a training school for nurses and a cer- 
tificate from the Regents of the State of her 
qualifications to practice as a registered nurse. 

Although the law called for the registration of pro- 
fessional nurses, no nurse had to be registered to 
practice her profession nor was she required to have 
any particular qualifications: she was merely for- 
bidden to use the title registered nurse unless she 
registered. There was no definition of the meaning of 
the practice of nursing in the law until this year, when 
the New York State Legislature adopted a new nurs- 
ing statute, which has radically changed the entire 
attitude of the state toward the practice of this profes- 
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sion. For the first time all persons performing nursing 
duties will be required to be licensed. 

Recognition has been given in the new law to the 
exact meaning of nursing. The practice of nursing is 
defined as any professional service requiring the appli- 
cation of principles of nursing based on biological, 
physical, and social sciences; it involves the respon- 
sible supervision of a patient and skill in observation 
of symptoms and reactions and the accurate recording 
of facts. Any person who performs such services for 
compensation or personal profit practices nursing 
within the meaning of the law. Such services usually 
are coupled with the carrying out of treatments and 
medications prescribed by a licensed physician. Nurs- 
ing procedures are declared to involve understanding 
of cause and effect in order to safeguard life and health 
of a patient and others. 

The statute goes on further to say that one who 
performs duties required in the physical care of a 
patient and in carrying out a physician’s orders is also 
regarded as practicing nursing. After July 1, 1940 no 
person will be permitted to practice nursing or use any 
title indicating the right to practice nursing without 
a license. 

Provision is made for two classes of licenses: a 
license to practice as a registered professional nurse 
and a license to practice as a practical nurse. A regis- 
tered professional nurse is entitled to use the abbrevia- 
tion R.N, A practical nurse, on the other hand, may be 
known only by that title. Certain educational qualifi- 
cations and other requirements are set forth in the law 
governing the licensing of these two classes of nurses. 

Several states have included subsidiary nursing aides 
under the title of practical nurse, attendants, and other 
designations. In the State of Pennsylvania, for ex- 
ample, although such a law has existed for more than 
20 years, not more than 700 persons have qualified. 
Opinion is somewhat divided throughout the country 
as to whether there is need of two types of nurses. It 
is argued by some that the education of all nurses 
should be the same. In the State of New York, as in 
other states, there was a non-professional group of 
non-registered nurses who were employed as attend- 
ants. This classification was applied to graduates of 
attendant courses, to undergraduates who had not 
completed a nursing course, as well as to persons who 
were trained on the job. Graduates of nurse-training 
schools could be licensed as trained nurses, which was 
another subsidiary classification. 

There is little doubt that the New York law may be 
adopted by other states in the union. Whether the 
merits of this new system will outweigh its deficiencies 
remains to be seen. It is apparent that the tendency 
is to widen the field of nursing and to increase its 
regulation as a profession. 


Hospital Records as Confidential Communications 
Nursing duties, as is so well known to you, include 
the keeping of hospital records of patients. I recently 
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had occasion to examine the first record book of the 
New York Hospital. The 28th patient recorded in the 
book was one, Eleanor Locke, a nurse, who was ad- 
mitted as a pauper patient on January 28, 1794. She 
was discharged as cured and I assume she went back 
to her nursing duties. 

In disclosing this information to you I do not be- 
lieve I have violated any rules as to privileged 
information, for hospital records were not declared to 
be confidential communications in New York State 
until more than 30 years after Eleanor Locke was a 
patient. Under the common law of this and other 
states there was no duty upon a physician or a hospital 
to refuse to disclose information obtained by a physi- 
cian in the course of the treatment of a patient. 
Several of the states have adopted statutes which for- 
bid a doctor “to disclose any information which he 
acquired in attending a patient in a professional capac- 
ity, and which was necessary to enable him to act in 
that capacity.” The same rule applies to a professional 
or registered nurse. 

In recent years the tendency of the courts has been 
to restrict this privilege to cases where revealing the 
information would subject the patient to “humiliation, 
in the public eye. This 
question often arises when patients’ charts are used in 


mortification, or disgrace” 


evidence in the trial of law suits. Aside from the fact 
that the chart is a permanent record of the injuries, 
the greatest value of such a record is that it gives a 
jury an unbiased statement of the patient’s condition, 
made by an intern, nurse, or attending physician who 
has no interest in the prospective litigation. 

Considerable controversy has existed in many states 
between insurance carriers who the 
records of patients, with or without the patient’s con- 
sent, and the hospital which seeks to protect the confi- 
dential status of the chart. It is claimed that the 
insurance carrier cannot cope with fictitious 
exaggerated claims unless access is given to the record. 
Some recent enactments on this subject have compli- 
cated the situation a little more. 

In 1936 a Hospital Lien Law was adopted in New 
York State, which is similar to the one that has been 
in existence in the State of New Jersey since 1930. 
Both statutes have identical provisions with regard to 
the inspection of hospital records by persons against 
whom a claim is made for damages. A provision has 
been included that the person or corporation “legally 
liable for such lien or against whom a claim shall be 
asserted for compensation for such injuries, shall be 
permitted to examine the records of any corporation, 
or institution or body maintaining such hospital in 
reference to such treatment, care, and maintenance of 
such injured person.” 

In the State of New Jersey there is no statute which 
makes hospital records confidential; in New York 
State there is. However, there is a difference of opinion 
in New York State as to whether the lien law enables 
the insurance carrier to inspect the hospital records as 


desire to see 


and 
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to the nature of the charges only or the patient’s 
treatment chart. 

In court cases the patient’s attorney is interested in 
having the patient’s chart produced for the purpose of 
establishing the nature of the patient’s injuries. On the 
extent of the injuries depends in a considerable meas- 
ure the amount of damages to which the litigant may 
be entitled. Hospital records are not public documents 
which can be used in evidence without proving their 
authenticity. In other words, unless the patient’s chart 
is identified in court according to certain legal rules it 
is generally not acceptable as evidence of the facts 
contained. Physicians and nurses often have to be 
called to court to establish the chart as evidence. 

Strange to say documents which have been prepared 
by physicians when life and death were in the balance 
are not accepted by the courts as proof, while the mere 
recollection of some witness who appears personally is 
regarded as satisfactory evidence. One of the reasons 
this is the law is that witnesses can be cross-examined 
but written documents cannot be questioned. 


The Hospital and Accident Cases 


It has been found by many hospitals that the first 
time the institution has knowledge of a pending law- 
suit is when the patient’s record is brought to court. 
Indigent patients who are involved in accidents may 
feel justified in claiming damages from the one alleged 
to be responsible for the injuries. Many hospitals re- 
gard the treatment of such persons as a distinct 
financial loss to the institution. Hospitalization is fre- 
quently required; a long period without any compen- 
sation means a loss which can hardly be borne by most 
voluntary hospitals. 

Liability cases can be made less costly to the hospi- 
tal if the institution investigates the history of the 
case immediately upon admission. From the nature of 
the occurrence it is often easy to determine whether 
the patient has a claim for damages. Automobile acci- 
dents lead in the number of causes of accidental in- 
juries to patients. In a number of states hospital lien 
laws have been adopted to assure some measure of 
payment to the hospital. 

Lien laws have made hospitals more conscious of the 
possibilities of collecting some of the charges for 
patients injured in automobile accidents. In the 
United States about one third of all accidental deaths 
are due to the automobile. In fact the chances of dying 
here as a result of an accident are twice as great as in 
Canada. As the annual toll of dead and injured from 
automobile accidents grows, relief is sought by more 
states from the burden of caring for the victims. The 
principal legislative remedy so far has been the lien 
law. The State of Connecticut took the lead in the 
adoption of such a law in 1926. Among the states 
which now have such laws are Arkansas, Indiana, 
Iowa, Massachusetts, Minnesota, New Jersey, New 
York, Texas, Virginia, Maryland, West Virginia, and 
Washington. 
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In New York State the Hospital Lien Law was 
adopted on May 11, 1936. By its terms it gives to 
every charitable institution maintaining a hospital a 
lien upon the claim or suit of any person admitted to 
any such hospital and receiving treatment, care, and 
maintenance. Since the law covers only patients who 
are actually hospitalized, it excludes out-patient cases. 

The provisions of the New York law are similar to 
those adopted in other states, but like those of 
other jurisdictions it has many deficiencies. An un- 
fortunate limitation imposed by the law is that the 
hospital lien is ineffective, no matter how large the 
bill may be, if the patient’s case is settled for $300 or 
less. Many cases are settled for less than $300 in order 
to evade the hospital lien. If a patient is injured more 
than a week prior to his admission to the hospital, the 
institution has no lien. There are other technical re- 
quirements with reference to the time of filing the 
liens which give further opportunity for holding the 
lien unenforceable. Nothing in the law fixes the amount 
or the rates which hospitals are entitled to charge, ex- 
cept that the institution is limited to the reasonable 
charges at cost rates. In order to establish the amount 
to which the institution is entitled a law suit may have 
to be brought against the one responsible for the pay- 
ment of the lien. However defective the law may be, it 
represents some improvement over the protection 
given to hospitals in the past. 

In many of the larger hospitals, separate depart- 
ments have been established to handle liability and 
compensation cases. A special form of agreement 
known as an assignment has been in use for many 
years, even before the enactment of the Hospital Lien 
Law, to assure payment of the charges. The particular 
form is signed by the patient; it directs the patient’s 
attorney or the insurance carrier to deduct from any 
settlement the amount due to the hospital. Experience 
has found this form of guarantee mere successful than 
the lien law because the assignment is binding on all 
those receiving notice and applies to settlement in any 
amount, both in in-patient and out-patient cases. 

One of the greatest criticisms directed at lien laws 
is that, unless the owner of the automobile carries 
public liability insurance, the lien is uncollectible in 
most cases. The financial responsibility law of Massa- 
chusetts requires every owner of a motor vehicle to 
carry liability insurance. A proposal for a similar law 
is being offered to the Constitutional Convention this 
year in New York State. Compulsory insurance could 
readily be brought about by making it a condition of 
the issuance of a license that insurance be maintained. 

Another proposal to New York’s Constitutional 
Convention is for a system of compensation for auto- 
mobile injuries similar to that for industrial accidents. 
The growing use of motor cars has increased the 
volume of court work to so great an extent that the 
courts are seeking relief. Automobile compensation 
would have to be coupled with compulsory insurance. 

It is estimated the cost of insurance to the auto- 
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mobile owner would be more than three times the 
present cost of voluntary insurance. Under the com- 
pensation plan there would be no payment for pain, 
suffering, and deformity. Another objection to the 
plan is that it would invite fraud by encouraging 
malingering through its system of weekly payments 
during disability. Nothing has been mentioned con- 
cerning the payment of hospital and medical services. 

The plan is an experiment, since no such scheme 
has ever been tried in any state. It is said that work- 
men’s compensation furnishes no parallel because the 
administration of workmen’s compensation laws is 
relatively simple. If the plan is adopted the power of 
the courts and juries would be transferred to admin- 
istrative bodies. 


The Treatment of Compensation Cases 

Before workmen’s compensation laws came into 
existence, the remedy of the injured working man 
was to sue in court for damages. His employer was per- 
mitted to set up various defenses, which made it hard 
for the worker to obtain redress. If the injuries were 
shown to have been caused by the negligence of a 
fellow worker, the employer did not have to pay 
damages. The employer also was absolved in many 
cases on the ground that the employee had assumed 
the risks incidental to his employment. The worker 
was left without a remedy if the accident was due to 
his own fault. 

Most of the states in this country have adopted 
workmen’s compensation insurance systems to replace 
the old methods of awarding damages to injured work- 
men. It is no longer necessary for the injured work- 
man to establish that the accident was not his own 
fault; of course, if his injury is done willfully, he 
cannot recover compensation. 

In all the states which have enacted compensation 
laws, the employer is under a legal duty to furnish 
medical care. Limitations are imposed by many states 
on the amount for which the employer is responsible 
for medical services as well as the length of the 
period during which the employer has to furnish 
treatment. It has been the tendency of the various 
legislatures to increase both the amount of the hos- 
pital charges for which the employer is responsible 
and the period of time during which the worker 
is entitled to treatment. In New York State, for 
example, only 60 days of treatment was required in 
the beginning; now it is practically unlimited, the 
law providing “for such period as the nature of the 
injury or the process of recovery may require.” The 
scope of medical care has been broadened to include 
hospitalization, surgical services, nursing, crutches, 
apparatus, and whatever medication may be necessary. 

Prior to July 1, 1935, an injured employee had no 
right to select his own physician unless he first re- 
quested treatment of his employer and the employer 
failed or refused to provide the attention. This rule 
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exists in most of our states. Certain abuses were 
claimed to have grown up as a result of the inability 
of the injured worker to choose his own physician; 
the employer often would send the workman to a 
medical clinic maintained by the insurance carrier, 
where the object of the carrier was to return the 
injured workman to industry as soon as possible. This 
gave rise, it was said, to insufficient treatment and to 
inadequate compensation. 

Following investigation of these charges, a mes- 
sage was delivered by the Governor of the State of 
New York to the Legislature asking certain 
amendments in the law to eradicate the evils. In his 
message he stated that: “In many instances, this 
treatment and care had degraded into a mere com- 
mercialized venture. Unscrupulous physicians and so- 
called medical clinics have operated in a way to 
exploit worker, and insurance carriers 


for 


employer, 


through prolonged treatment, padded bills, and inferior 
professional service. Rebating, fee splitting, organized 


solicitation of employees injured, and lifting of cases 
from doctors already treating them have been by- 
products of this commercialization.” 

The amendments adopted by the Legislature now 
give the injured employee the right to select his own 
physician, at the employer’s expense. A schedule of 
minimum fees for medical services, other than hos- 
pital care and maintenance, was provided to be pre- 
pared by the Industrial Commissioner. While the 
injured worker has been given the right to select 
his own physician, he must choose from a panel of 
physicians who are specially authorized by the In- 
dustrial Commissioner to treat industrial cases. A 
system of arbitration has been set up for disputed 
medical bills. The constitutionality of the new law 
was recently affirmed by the United States Supreme 
Court. It may well be that similar amendments in due 
time will be accepted elsewhere, because the laws of 
New York State have often served as guides for other 
states. 

Minnesota 

Famed Dr. Mayo Dies. Dr. Charles H. Mayo, interna- 
tionally famous surgeon of the Mayo Clinic in Rochester, 
died recently from pneumonia at the age of 73 years. Dr. 
Mayo and his brother, Dr. William Mayo, directed the well- 
known clinic founded by their father. Their fame is world- 
wide. Rich people and poor people alike receive treatment 
at the clinic regardless of their financial standing. With the 
death of the younger Dr. Mayo, the responsibility of directing 
the clinic will rest upon the surviving brother, who is 77 
years old. The clinic registers more than 55,000 patients a 
year, and they come from the far corners of the world. 
More than a year ago the clinic cared for its one-millionth 
patient. 

Dr. Charles Mayo gained fame during his lifetime by his 
successes in performing major operations. His achievements 
brought him many honors and decorations from kings and 
potentates. The two Mayo brothers have given liberally to 
foundations and for the continuation of their researches. A 
most fitting memorial to the late surgeon is the Mayo Clinic, 
which towers 15 stories high and has a staff of 400 doctors. 







































Medical Legal Problems of the Hospital — 
Round-Table Discussion 


Mr. Emanuel Hayt, LL.B., Counselor at Law, 
New York, N. Y.: 

The medical legal problems of the hospital w:ll, I sup- 
pose, go on long after this meeting here today. The tim: 
to be devoted to the subject will be much too short. 

(Reads Paper. See pages 210-213 of this issue of Hos- 
PITAL PROGRESS.) 

Now, we have prepared a list of questions in whic. 
we cover the topics I have discussed, and we have w:t 
us today, very fortunately, Father McIsaac whom yo" 
know so well, and Father MclIsaac has a number oi 
remarks to make on the questions we have befor? us 
and I know you will be delighted to hear from hm 
Father MclIsaac. 

The Reverend Joseph J. Mclsaac, Diocesan Di- 
rector of Hospitals, St. Joseph Mercy Hospital, 
Detroit, Mich.: 

Well, Sisters, I would suggest this morning that ‘n- 
stead of my making any comments that we take this 
paper and start on the questions. As was said this morn- 
ing, every state has a different set-up. Beginning with 
the “Legal Status of Nurses,” if you care to ask the 
question, then, perhaps, someone else will be only to> 
glad to answer it. Present the problems in your owa 
particular hospitals. 

Sister M. De Paul, St. Mary’s Hospital, Kansas 
City, Mo.: 

I would like to have discussed Question No. 1 under 
the subject “Hospital Records as Confidential Com- 
munications.” 

Father Mclsaac: 

Does anyone wish to discuss Question No. 1? We'l, 
then, I think the burden is on me. The first question 
under the caption of “Hospital Records as Confidentiai 
Communications” is: 

Under your lien law, may a patient’s chart be ex- 
amined without his authorization? In what cases do yo" 
permit the patient’s chart to be examined by attorneys 
and insurance carriers? 

We would like to hear from some of the Sisters in the 
states where there are lien laws outside of New York 
State. There are certainly Sisters here who have lien 
laws, and we will be very glad to hear from them what 
the lien law is there. Is there anyone here from Was 
ington or Connecticut? 

Sister De Paul: 

We have no lien law in Missouri, but our practice is 
not to have any information or record to go out of the 
hospital without the permission of the patient or the 
responsible party, except in the case when the party is 
subpoenaed, or a person who is not responsible, or a 
minor. 

Father Mclsaac: 

Does the doctor have to sign this? 

Sister De Paul: 

Yes, when it is a private patient. 

Sister from All Souls Hospital, Morristown, N. J.: 
The practice in New Jersey is that the chart und>r 

the lien law is shown to the insurance carrier without the 

consent of the patient because that is the law in New 

Jersey. 

Sister Mary Kevin, St. Catherine’s School of Nurs- 
ing, Omaha, Nebr.: 
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We do have the permission of the doctor before we 
show the chart to anyone, unless the patient is sul 
poenaed. 

Mr. Hayt: 

In Nebraska, the law is not to show the record to any- 
one without the consent of the attending physician, 
unless the party is subpoenaed. 

I would like to hear discussed the first question under 
“The Hospital and Accident Cases.” 

What does your hospital do to protect its interests in 
accident cases? 

A Sister, St. Joseph’s Hospital, Lorain, Ohio: 

We have the State Auto Bureau where the state takes 
care of all automobile accident cases. The income from 
the gasoline tax is used for indigent cases. 

Mr. Hayt: 

I understand that in the State of Ohio, there is a tax 
placed upon gasoline, and it is used to compensate hos- 
pitals which treat patients who are indigent and disabled 
as a result of automobile accidents. I believe that Ohio 
is about the only state in the union that has such a law. 
Father Mclsaac: 

In the second question under “Hospital Records as 
Confidential Communications,” “Do you find any advan- 
tage in co-operating with attorneys in arranging for phy- 
sicians to testify in litigation cases?” Will someone speak 
for her own hospital? 

Mr. Hayt: 

The hospital attorney in this case co-operates with the 
lawyer. We would like to hear what arrangements are 
made elsewhere. What is done in any other institution 
when a lawyer seeks to have a doctor come to testify in 
court? 

Sister Kevin: 

We have the insurance company’s attorney come, and 
he reports all our cases in court. 
Mr. Hayt: 

I am certain that other hospitals throughout the coun- 
try have the same problem and I know that we will be 
interested in knowing what they do about it. 

A Sister: 

In Milwaukee, the material connected with the pa- 
tient’s case is given to the hospital’s attorney, and after 
that, the hospital has no more responsibility. 

Mr. Hayt: 

A desirable practice is to have the hospital’s attorney 
turn it over to the attorney who comes to court. 

In connection with the first question under the sub- 
ject “The Hospital and Accident Cases,” “What does 
your hospital do to protect its interests in accident 
cases?” I think you will be very much interested in hear- 
ing the practice that is followed at Misericordia Hospital, 
New York City. Sister Marie Immaculate Conception 
who is known to every hospital Sister, may I ask you to 
tell us what the practice in Misericordia Hospital, New 


York City, is? 













June, 1939 


Mother Marie Immaculate Conception, Miseri- 

cordia Hospital, New York, N. Y.: 

Mr. Hayt, Reverend Fathers, Sister Delegates, Doc- 
tors and Friends: 

I have come here to ask questions. When I met Mr. 
Hayt yesterday morning, he said, “Let the other dele- 
gates ask the questions and you tell the practice at 
Misericordia Hospital.” 

In the Misericordia Hospital, in New York City, we 
have a regular system for handling accident cases. This 
method is used by a considerable number of local 
hospitals. 

Patients injured in accidents are admitted through our 
emergency room. The Sister in charge makes it a point 
to inquire from the patient —if the patient is in condi- 
tion to give us information —as to the details of the 
accident; if it is an automobile accident, we obtain name 
of owner, name of driver, number of automobile, wher: 
and how the accident happened. A police officer who i 
called, makes a record for the police department. If it is 
a house accident, the address of the building and how 
the accident happened are recorded. At the time the 
patient is first treated, he is asked to sign an agreemen 
directing the insurance company and his prospective 
lawyer to pay the hospital charges out of any money 
that may come to him for his injuries. The agreement 
and a record of the accident are both sent to our attor- 
neys, the following day, for investigation. 

Patients who do not require hospitalization, are per- 
mitted to return for further treatment in our clinic. Our 
charges for the treatment of liability cases are similar to 
those made for workmen’s compensation cases. Abou: 
three years ago a fee schedule was prepared by the State 
Industrial Commissioner, to govern charges for industrial 
patients. Although the schedule does not include a per- 
diem rate for board, we make a charge of $5.50 per day. 
Added to the charge for board are other fees, as the cas 
may be, for X-rays, use of operating room, anaesthesia, 
physiotherapy, laboratory services, medications, and pro- 
fessional or surgical services. For example, the fee for an 
X-ray of the hand is eight dollars; twenty dollars for one 
of the skull; fifteen dollars for one of the spine. For the 
use of the operating room and anaesthesia, the usual 
charge is fifteen dollars. 

The physician on service submits his bill to us, and 
his charges are included as part of the hospital service 
and collected by the institution. Closed reduction of 
fracture of the tibia and aftercare is covered by a charge 
of seventy-five dollars. Seventy-five dollars is also the 
charge for the reduction of a fractured clavicle and after- 
care. As a rule, aftercare does not involve much more 
than examination of the injured part. 

Referring again to the reporting of the case to our 
attorneys, I would like to point out the purpose of this 
arrangement. Not being lawyers, we cannot very well 
venture to decide the responsibility of an automobile 
owner or house owner against whom a claim may be 
made by the injured patient. Within forty-eight hours 
after the case is reported, we receive a written report as 
to whether the bill is likely to be collected from the third 
party. We are also advised of the name of the insurance 
company, if any. The correct name of the person respon- 
sible for the accident is also given to us. The value of 
this information is that we are enabled to know within a 
short time what the chances are of being paid through 
the third party case. 

The City of New York pays us three dollars per diem 
for the care of indigent patients. This does not include 
any extras, for which we charge the patient if he secures 
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money damages. A typical case which shows the differ- 
ence in billing in liability cases is as follows: 

A patient is in the hospital ten days, for a fractured 
humerus received in an automobile accident. Because he 
is indigent, we classify him as a city case and receive 
per diem from the city for his care. The amount paid by 
the city is twenty-seven dollars; there is no city allow- 
ance for the first day of hospitalization. When our attor- 
neys determine that he has a cause of action against a 
third person, a bill is rendered for five dollars and fifty 
cents per day, totalling fifty-five dollars; $5 for routine 
laboratory; $10 for operating room, and $5 for anaesthe- 
sia; surgical fee of $100 for reduction of fracture and 
after-care; $8 each for X-rays. The bill would thus be 
about $200 as compared with $27 paid by the city. A 
refund is made to the city when the patient’s bill is 
collected through his accident case. 

The surgical charges which we collect are paid overt 
to the physician on service. In this way we do somethin 
of benefit to our doctors. Frequently the patient receives 
clinic care or physiotherapy; for each visit or treat- 
ment « charge of $2 is made. This arrangement makes a 
considerable difference in the income of our hospital 
from accident cases. 

A Sister: 

What is the object of including the doctor’s bill with 
your bill? 
Mother Marie: 

The doctors do so many service cases for which they 
get no compensation, and if we can help them in any way 
we are only too happy to do so. 

A Sister: 

Won't they recognize a doctor’s bill? 
Mother Marie: 

The attorneys prefer to get only one bill. 
A Sister: 

How extensive is the bill made? 

Mother Marie: 

The attorney will want to know just how extensive 
the accident is. 
A Sister: 

How much of the patient’s history is taken? 
Mother Marie: 

All of the history that can possibly be secured must 
be obtained by the intern in the hospital and reviewe« 
by the physician in the hospital, and nothing must be 
left undone to make sure that the injury is from the 
accident and not from some previous mishap. 

Mr. Hayt: 

Does anyone wish to ask some question either of 
Mother Marie or anyone else? 
A Sister: 

Is the hospital attorney paid? 
Mr. Hayt: 

Mother Marie, do you pay lawyers? 
Mother Marie: 

Can’t you answer that question, Mr. Hayt? 
Mr. Hayt: 

Yes, I get paid. 

Sister De Paul: 

In case a record is summoned to court, who is the 
proper person to take it? 
Mr. Hayt: 

The proper person to bring a record to court depends 
upon a number of factors. Most hospitals have a messen- 
ger to take it to court. On the one hand, the insuranc 
company’s lawyer may look at the record and it may 
show that the patient has some serious injury that the 
patient may not be able to prove. On the other hand, the 
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record may show that the patient has had a previous rec- 
ord of an injured part. Ordinarily, when the record is pro- 
duced by the messenger, it is useless unless both sides 
agree to have it as evidence. There are two ways of prov- 
ing that a record is the official record of the Hospital: (1) 
by having someone representing the hospital come to court 
and testify that that is the official record of the hospital, 
(2) that the record is in the custody of this particular 
party. The opinions of doctors cannot be admitted under 
these rules. What tests were made and all things relat- 
ing to what was done for the patient, as well as the 
opinions of the doctors, cannot be offered as evidence in 
that way, unless the doctor himself is present. There is 
no value in showing that a patient was in a hospital fo: 
ten days from a legal standpoint unless you can show 
that the patient had such a fracture or other condition. 
You must have a doctor to prove the record. Concerning 
the length of the patient’s stay and the service rendered 
by the hospital, if you have someone belonging to th 
hospital, that person’s evidence is sufficient. 

A Sister: 

How may a hospital get its record back that has been 
used in court? It was our experience to have to send a 
patient’s record to court, and we haven’t been able to 
get the record back. 

Mr. Hayt: 

I suppose the law in Kansas is the same as the law 
elsewhere. The records are very often left with the jury. 
The jury wants to read over the record to see what it 
contains. In that event, the record will have to be left in 
court, but after that there is no reason why the record 
should be left in the hands of the court. Sometimes it is 
left there in the case of an appeal. It may be in some 
cases that the judge finds something in the particular 
situation that merits turning it over to the district attor- 
ney. In the ordinary case, there is no right on the part 
of the court to leave it there. It is the permanent record 
of the hospital. 

Sister Kevin: 

We don’t send the original record to court. We make a 
copy end send that. 

Mr. Hayt: 

That is a very helpful suggestion. You don’t have to 
bring the original patient’s chart if you make up a tran- 
script and have the superintendent certify that that is a 
transcript of the original record. Some records are rather 
voluminous and it might be more convenient to bring 
the original record rather than a transcript of it. If you 
have to make a transcript of such a record, it would not 
be a very profitable transaction. 

A Sister: 

Would the hospital be liable to an action for neglect 
if it failed to take X-rays of a head injury and the acci- 
dent is later discovered? 

Mr. Hayt: 

The Middle West is well represented. The question is 
whether the hospital would be liable to an action for 
neglect if it failed to take X-rays where there has been 
a head injury and then the accident is later discovered — 
whether it was necessary and was not taken. It is a gen- 
eral rule that hospitals as such are not responsible for 
the neglect of their doctors. If an X-ray is not taken 
when it should be taken, it is the doctor’s and not the 
hospital’s fault. There is such a thing as discretion on 
the part of the doctor whether an X-ray is necessary or 
not. In New York State there has been a recent decision 
that has modified the law greatly. When an ambulance 
was taking a patient home from the hospital and the 
ambulance had an accident the hospital was held respon- 


HOSPITAL PROGRESS 


June, 1939 


sible. The hospital 1s responsible for the neglect of its 
ambulance chauffeur to the patient and that is contrary 
to everything that was held before. There have been a 
number of cases in the law court where the patient slipped 
as a result of defective wax on the floor. There was a case 
which Mr. Dawson, to whom most of you listened yester- 
day, described. The record came down from the court 
only the day before yesterday — King’s County Hos- 
pital, New York City. A visitor came to the hospital to 
visit a patient, and this patient called me as the result 
of an accident. The question arose as to whether the 
municipality should defray the expense. The general rule 
is that persons cannot sue the municipality for neglect 
in a hospital maintained for public benefit. The court 
said that before the visitor was visiting, in the case of 
a person that was paying, the hospital was acting as 
private and not as a public institution. 

A Sister: 

Is there any objection to having the hospital record 
taken to court by the attorney when it is subpoenaed? 
Mr. Hayt: 

My answer is emphatically yes — there is objection. 
Until the patient gets on the witness stand and tells about 
his injuries, it is still a confidential matter. What opens 
the door to the inspection of the case by the attorneys 
is the testimony of the patient as to the manner of his 
accident. If you give this record to the lawyer before he 
gets tc court, you are violating the law that this record 
be confidential. 

Mother Marie: 

Our records are taken to the court by the Record 
Librarian, and I defy anyone to try to see that record. 
Mr. Hayt: 

Mother Marie says that the record librarian takes the 
record to court and defies anyone to see that record. 

We have with us today Dr. Eugene M. Sullivan, chief 
of staff, Our Lady of Victory Hospital, Lackawanna, New 
York, and I wish to call upon him for a few remarks. I 
happen to know a little bit about Dr. Sullivan. Both he 
and his father are doctors. Both Dr. Sullivan and his 
father were Father Baker’s physicians, and I don’t have 
to say very much about Father Baker. They treated 
Father Baker in his last illness, and so when I call on 
Dr. Sullivan you will know that you are hearing from 
Father Baker’s own doctor. 

Dr. E. M. Sullivan, Our Lady of Victory Hospital, 

Lackawanna, N. Y.: 

A discussion of these subjects by one who is properly 
and legally prepared is very interesting, but not being 
an attorney on medical legal problems, or hospital ad- 
ministrator, I shall not bore you with my very limited 
knowledge. It is a pleasure to read Dr. Hayt’s publication 
on the Legal Aspects of Hospital Practice, but it is 
surely a greater treat to listen to these problems discussed 
by the author. This discourse has been very interesting, 
instructive, and timely, especially in such a recession 
which we are now facing, when many are looking for 
loopholes to avoid their obligations. 

I believe that hospital administrators and physicians 
are so concerned with the care and outcome of the 
patient’s condition, that many times the little detail which 
is so imperative, concerning compensation for such care, 
is overlooked. Not until it is too late, do we learn that 
according to Section so and so of Act so and so, we 
forfeit our right to compensation. We have no one to 
blame but ourselves and it is such a_ meeting as this 
which incites us to acquire as much knowledge as pos- 
sible on these topics which vitally concern us. 

For instance, in the compensation cases, I would like 
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to emphasize that the hospital should get written au- 
thorization from the employer where the operative treat- 
ment entails more than $25 or where the X-ray or 
laboratory work exceeds $10, except in emergency cases. 
It is well to get written authorization from the employer 
in compensation cases because a case may be thrown out 
of court on some technical point as failure of the patient 
or doctor to properly report his case, etc. Be certain that 
the doctor has sent in his forms C-104 and C-4 in proper 
time. Make sure that the injured person has reported 
his accident within 30 days and that he has made applica- 
tion for compensation within a year. 

In third-party actions, written authorization is very 
important but ceases to function when the patient begins 
to sue, provided the hospital has been notified of such 
procedure. The patient may take compensation and 
within six months after payment of same and before a 
year has elapsed from the time of his injury, he may sue 
the third party. The industrial commissioner must be 
notified of this action within 30 days after it is taken. 

We instruct our interns to be very careful in history 
taking in accident cases and to avoid quotations from 
bystanders, especially concerning intoxication and the 
manner in which the accident occurred. In physical ex- 
aminations of these cases, pre-existing deformities are 
particularly noted so as to avoid confusion at a later 
date. It is well to know that in most liability cases the 
hospital chart is confidential until the day of the trial. 
I am particularly interested in this last statement because 
in attempting to prepare a case for court at one time, I 
was notified that the defendant’s attorney had the chart. 
Discussion on such important problems could go on for 
hours but little could be added to Dr. Hayt’s paper. 

I would like to ask Dr. Hayt a few questions: In 
liability cases, are physicians representing insurance car- 
riers and corporations allowed to examine a patient con- 
fined to a hospital within the first 15 days following the 
injury? If he may examine the patient within 15 days 
following the injury, may he ascertain how the accident 
occurred as it is requested by some corporations? I 
should also like to ask Dr. Hayt what steps must be 
taken when the carrier refuses to pay a claim which 
has been allowed by the Board of Arbitration in com- 
pensation cases. I should also like to ask Dr. Hayt his 
opinion on compensation fees for care in the hospital 
dispensaries, as regards the hospital’s fee and the doctor’s 
fee for follow up cases, and according to compensation 
law, should the doctor make his charge and pay the hos- 
pital for the supplies used, the use of the room, etc.? 
Mr. Hayt: 

I think we can divide that question into two parts. 
The word ‘ambulance chaser” is not very new in New 
York or in any other state. In this state, the statute was 
adopted about two years ago forbidding the insurance 
companies to come into a hospital to see a patient within 
the first 15 days following the injury. The insurance 
company’s representative cannot ruSh into a hospital and 
make the patient sign a release. The law wants to prevent 
this. 

I was talking about ambulance chasing. Some of them 
even engage in that. I might add that there was a case 
decided only the other day, when an intern on an 
ambulance was injured. Two hours after he had gone 
to his room an insurance investigator presented him 
with a check for $35, and he found out that he, in an 
unconscious state, signed a release. There was a con- 
viction of the investigator, and the doctor sued for 
$3,000. I don’t think he had a very good lawyer because 
the court gave the intern the $3,000. May the doctor 
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representing insurance carriers and corporations go in 
and examine a patient during the first fifteen days? | 
think that the hospital would not permit such an ex- 
amination by a doctor representing an insurance company. 
Many institutions will not permit a doctor from the out- 
side to come and examine the patient. Maybe the patient 
expresses a willingness to have the insurance company’s 
doctor come in to examine him. The law says that if the 
patient invites the insurance company’s representative 
to come to see him in the hospital, he may come within 
the first fifteen days. It is a strange thing how people 
sign papers without knowing what they contain. 

Dr. Sullivan: 

I have another question that I should like to ask Mr. 
Hayt. I should like to ask what steps should be taken 
when the carrier refuses to pay? 

Mr. Hayt: 

The question is, and I will have to explain it, what 
steps should be taken when the insurance carrier refuses 
to pay. After the Arbitration Committee says that the 
bill is reasonable and the insurance carrier refuses to 
pay what are you going to do about it? These Arbitration 
Committees are supposed to be made up of four doctors, 
two selected by the insurance company and two selected 
not by the hospital, but these two doctors are to be 
selected by the local medical society. The result is that 
the hospital has no representation but the insurance com- 
pany has two. The hospitals in this state have no repre- 
sentation on these Committees, and the result the 
hospitals are not receiving fair consideration today. The 
law says that this Committee is given the authority to 
determine whether the hospital should receive $5.50 or 
$4.50. I have never known the Arbitration Committee 
to give more than $4.50 a day. The reason for this is 
after the Committee passes upon the reasonable service 
of the hospital, the insurance company refuses to pay; it 
leaves the hospital hanging up in the tree somewhere. | 
don’t know of any actual cases where the insurance com- 
pany refuses to pay in compensation cases after the 
Arbitration Committee has allowed a claim. The hospital 
may then go into court and sue for the value of its serv- 
ice. We have done this with doctors’ bills. The answer, 
very briefly, is “Sue them and sue them hard.” I notice 
there were questions for you to answer. I think the tables 
have been turned; I think I have been doing all the 
answering. 

Sister De Paul: 

If the hospital has given permission, what about the 
attending physician? 
Mr. Hayt: 

Assuming that the patient has given his permission to 
be examined by the insurance company’s doctor, what 
about the attending physician? Must his permission be 
given? I think it is the practice of the insurance com- 
pany s doctor to consult the examining physician, first, 
or some doctor in charge. I see a very good reason for 
doing that. How do you know that the examination will 
affect a fracture for example? Before such an examina- 
tion is made, we should certainly know from the attend- 
ing physician whether or not the examination will be 
dangerous to the patient. 

A Sister: 

We had a case in Illinois under this Compensation 
Law, and they asked for a representative. It was a very 
serious case. Our bill was $600 not including the doctor’s 
fee. When the bills were sent up to the Commissioner, he 
refused to listen to facts and said that we would have to 
be satisfied with what he gave us — $200. We were trying 
to get compensation. 
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Mr. Hayt: 


In the State of Indiana, some patient was injured and 
treated. The case came under the jurisdiction of the 
Industrial Commission of Illinois. A representative of 
the hospital came to volunteer his services. I don’t know 
why the judge didn’t listen to the claim of the hospital. 
It may be that Indiana was not familiar with the law of 
Illinois. It is very difficult for me to understand why the 
doctor's claim would not be heard. 

A Sister: 

An insurance company presents to the hospital an 
order or an authorization from the patient, or what 
appears to be, the patient allowing the examination by 
the insurance company doctor, should the hospital with- 
out verifying the signature of the patient, permit the 
chart to be examined? 

Mr. Hayt: 

The practice is to have the signature of the patient 
verified before a notary public. I think that all of you 
require that. That is one way of telling that the signature 
is not a forgery. Are you sure that the signature of the 
notary is not a forgery too? I have seen cases where 
both were forged. I have seen this trick played, the in- 
surance company wants to look at the record, they say 
that the patient is subpoenaed and some employee will 
bring the record down to court, and then they will see 
the record in that way. I have even known that they use 
fictitious names of lawyers. There are a lot of tricks in 
this trade. 


I derived both pleasure and profit from reading the 
paper entitled “Responsibility in Laboratory Service” 
by Sister M. Faustine Masanz, C.S.A., R.N., B.A., in 
the February issue of Hospitat Procress. 

In the section under the heading II. Discussion, I 
note the first questions read: “Is the Laughlen test 
in general use? How reliable is it?” It was not quite 
clear whether Sister Masanz had answered the ques- 
tions referring to the Laughlen test or if others had 
attempted the answers. It seemed to me regrettable 
that the questions had not been answered by someone 
who had actually done the test. I felt that it would be 
of interest to your readers, if I answered the questions 
which were raised and sent the answers to you in 
the form of a letter. I may with some justification 
claim that I have had the necessary experience be- 
cause in our laboratories we have carried out upwards 
of 7,000 Laughlen tests on routine blood samples and 
have checked our results against Kahn, Hinton, and 
Wassermann tests. We have also carried out Laughlen 
tests on all our blood donors since the inception of 
the test more than three years ago. 

The Laughlen test is done on ordinary glass slides. 
In my opinion slide methods are easier to read than 
most test-tube methods. The slide methods depend 
upon the recognition of clumping. The Laughlen test 
is the easiest of these to read because stain particles 
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A Sister: 
Just before I came away, we had a case in which the 

patient could not write. The authorization came with the 

patient’s name printed. 

Mr. Hayt: 

Lawyers like to cross examine, but they hate to be 
cross examined. The question reduces itself to this, the 
patient couldn’t write but she copied her name from a 
printed one from her lawyer. Even though she copied it, 
it was still written by her whether she printed her name 
or made an “X” that would be perfectly proper. 

Father Mclsaac: 

We are deeply indebted to Mr. Hayt, to Mother Marie 
Immaculate Conception, and to Dr. Sullivan for the 
questions that they provoked, and I think that most of 
us are going home with a few more ideas. As for myself, 
I am not so prepared to talk on legal questions but in 
closing this meeting as a priest I would like to pay a 
little compliment to the hospital Sisters. In days gone 
by, it was always the teaching Sisters. Nobody thought 
much of the hospital Sisters. The time will never come 
when we will not have Catholic hospitals. One of the 
best challenges is going to be answered by the Catholic 
hospital Sisters. I congratulate you, and I ask God to 
bless you and your work. I thank you. 

Mr. Hayt: 

I would like to thank all who participated in this 
program particularly Mother Marie. 

Meeting adjourned at 11:20 a.m. 












Adele Arnall, M.T. 


color the clumps red and leave the surrounding fluid 
unstained. Red particles are easier to see than white. 

Strongly positive tests are easily read while weakly 
positive ones may give difficulty by this or any other 
method. Rechecking of doubtful tests by the Laughlen 
method does not entail much additional work nor 
loss of time and rechecking will eliminate most of the 
doubtful readings. 

In our series of 7,000, we had less doubtfuls than 
were reported by the Provincial Health Department 
with Kahn tests on the same specimens. 

We use the test for two purposes: First, to exclude 
syphilis, or as an exclusion test. St. Michael’s Hospital, 
Toronto, and other large institutions find the test in- 
dispensable for this purpose, although they continue to 
perform Kahn and Wassermann tests for diagnosis. 
This exclusion test is the same as our diagnostic test 
except that it may be performed by interns or people 
with limited experience. They regard any positive or 
doubtful tests as disqualifying blood donors and not 
diagnostic until rechecked in the hospital laboratory. 
Second: As diagnostic of syphilis. The tests are done 
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by someone who has carried out at least 300 tests. 
Careful attention to details of technique is observed, 
such as, inactivation, preparation of clear sera, use 
of controls and checking of reagents. Any test that is 
not definite is not considered positive. 

It is true that the Laughlen test has not been used 
as extensively as the Kahn test. The survey made by 
the United States Public Health Service in 1935 did 
much to establish such tests as the Kahn as equal to, 
if not superior to the Wassermann. The Laughlen 
test was not published until after that survey was 
made and I have been told by Dr. Laughlen that he is 
most anxious to participate in any similar survey that 
may be made. 

The accuracy of the test as compared to the Kahn, 
Wassermann, and other tests has been the subject of 
investigation in several laboratories, and reports have 
been published from some of them. Reference to them 
is given at the end of this letter. Since many of these 
reports are from impartial sources they can be taken 
to represent the capabilities of the test. Some of these 
reports found it equal or superior to the Kahn and 
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more sensitive than the complement fixation methods. 

I would summarize my own opinion and that of our 
laboratory as follows: It is a very simple test and easy 
to read and it is more convenient than any other for 
emergency work such as testing of blood donors. It 
is not infallible. A perfect test has not been found, 
but with equal care it checks as high in accuracy as 
other tests. Poorly preserved specimens of blood, 
while not desirable, can be tested when unsuitable for 
other methods. 

The reagent can be kept on hand ready for testing 
at a moment’s notice. 
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Arkansas 

Equipment Donated. St. Anthony’s Hospital, Morrilton, 
has received several additions to its hospital equipment since 
the beginning of the year. The latest addition was an oxy- 
geniere for pneumonia patients, which is applied over the 
nose of the patient. It was contributed by local business men. 
Other contributions were an incubator, given by the Catholic 
Federation of Women at a cost of $80; furnishings of a 
room by the Altar Society of Sacred Heart Church; and 
furnishings of another room by the Business and Professional 
Women’s Club of Morrilton. 


California 

Hospital Day at the Exposition. National Hospital Day, 
commemorating the birthday of Florence Nightingale, was ob- 
served with great ceremony at the Golden Gate International 
Exposition in San Francisco. The celebration was held under 
the auspices of the Association of Western Hospitals and the 
Association of California Hospitals. The executive com- 
mittee was headed by Mr. C. M. Wollenberg, representing 
the Association of Western Hospitals; and Mr. Louis C. 
Levy, appointed by the Association of California Hospitals, 
handled the arrangements. The setting was in the court of 
Seven Seas on Treasure Island. A platform, accommodating 
250 people, was erected, and seating arrangements were made 
for more than 2,000 spectators. Mr. William P. Butler. presi- 
dent of the Association of California Hospitals, acted as 
chairman of the day. 

At 1:45 p.m., 1,100 student and graduate nurses of the 
schools of nursing in the surrounding district marched in 
uniforms to the scene of the celebration; they were led by 
the Exposition band and the color guard of the thirtieth 
United States infantry. The Scholae Cantorum of the Cath- 
olic hospitals, numbering 200 voices, occupying the rear of 
the platform, rendered several vocal selections. 

At 2 p.m., the program was inaugurated, when the band 
played “My Country ’Tis of Thee,” and the chorus sang 
“America” and “God Save the King,” the latter as a tribute 
to the country that gave Florence Nightingale to the world. 
A monument to Florence Nightingale, depicting the modern 
nurse, was unveiled by Miss L. Gertrude King, R.N.. of the 
California State Nurses’ Association. A broadcast of Florence 
Nightingale’s voice, from a record prepared in England prior 
to her death, added a solemn touch. The audience stood at 
attention during the delivery of her message to the world. 
The monument is a replica of the permanent one which will 
be placed in Golden Gate Park in San Francisco during the 
coming August. 

A fitting climax was the demonstration of emergency 
service by the San Francisco Health Department. 

Nurses Make Retreat. The Council of Catholic Nurses of 
the Archdiocese of San Francisco held their first retreat at 
the Convent of the Sacred Heart, San Francisco, beginning 
Friday evening, May 19. On Saturday morning, holy Mass 
was celebrated and two conferences were given. Luncheon 
was served in the convent at noon. In the afternoon, two 
more conferences were given, followed by benediction. The 
retreat closed Sunday morning with Mass and Com- 
munion for all retreatants. Rev. Alvin P. Wagner was the 
retreatmaster. 


Connecticut 

Campaign Held. On June 1, a campaign to raise $250,000 
for the erection of a Catholic Hospital at Stamford was 
launched. The sponsoring committee is made up of 45 citizens 
from surrounding communities and more than 1,000 volunteer 
workers. Most Rev. Maurice F. McAuliffe, D.D., bishop of 
Hartford, is honorary chairman. The structure, its property, 
and its equipment will cost $350,000; the sum of $100,000 has 
been assured by the diocese of Hartford contingent upon 
the remainder being raised on the outside. 

81 Receive Diplomas. Ejighty-one student nurses were 
graduated from St. Francis Hospital School of Nursing, 
Hartford, at 4 p.m., June 7, at exercises held on the nurses’ 
campus. Rt. Rev. Msgr. Thomas S. Duggan, D.D., V.G., 
presented the diplomas and awards and gave the baccalau- 
reate address. Solemn benediction of the Blessed Sacrament 
was imparted by Rev. Joseph T. Cunningham, hospital 
chaplain. 

A “Prayer Day for Peace” was observed on May 31. The 
day opened with the celebration of holy Mass in the hospital 
chapel at 6:30 a.m. In the evening, a student procession 
marched on the campus to the grotto, where the statue of 
the Blessed Virgin was crowned. Father Cunningham preached 
on “Mary, Queen of Peace.” Hymns and prayers for peace 
were offered by the nurses and benediction closed the 
ceremony. 

Diplomas Conferred. Most Rev. Francis J. Tief, D.D., 
conferred diplomas upon the graduates of St. Mary’s Hos- 
pital School of Nursing, Waterbury. The exercises were held 
in the hospital chapel. Rev. Frederick McCarten, S.J., of 
Pomfret was the guest speaker. 


Florida 

Study in Institutional Dietetics. During the past two years, 
an interesting study in institutional dietetics was carried on 
by the Florida State Road Board with convicts working on 
state roads. Generous quantities of grapefruit and other citrus 
fruits were used as the basis of the treatment, through which 
resulted less sickness and increased productiveness among 
the men. The 1,500 convicts under the jurisdiction of the 
board were served either half a grapefruit or an eight-ounce 
glass of juice twice a day during the winter months. The 
result was that there were no epidemics in the 32 convict 
camps maintained by the department, and few colds or other 
ailments were reported during the two-year period. The aver- 
age productive period among the men was thereby increased 
162.16 hours per convict during 1938, and the average cost 
per productive hour decreased 2.06 cents per hour. 

Mr. Arthur B. Hale, chairman of the State Road Board, 
made the following statements about the experiment: “We 
give grapefruit complete credit for this remarkable health 
record. The convicts eat it with relish, and Florida citrus is 
famous for its alkalizing qualities. The number of common 
colds was cut drastically, and even those who did catch cold 
responded to treatment much quicker with grapefruit than 
they would have ordinarily. We furnish the sick man with 
plenty of grapefruit juice every day and administer small 
doses of common baking soda in between. This is one of the 


(Continued on page 16A) 
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of Knocking on Hospital Doors 

NE month short of 25 years since Will Ross 

began knocking on hospital doors. In that 
time, we have found thousands of cordial wel- 
comes and volumes of helpful information be- 
hind those doors. We have learned a great deal 
about human nature, hospital needs and prob- 
lems, and hospital merchandise. We have done 
what we could to meet the needs and help solve 
the problems . . . problems that were created 
by need for specialized equipment or supplies. 
So we searched world markets . . . with the re- 
sult that we have built up a manufacturing and 
distributing organization handling over 6,000 
hospital items ‘with speed and certainty”. 


299 months. Not very long, perhaps, as time is 
measured, but long enough to witness many 
changes in hospital requirements; to see ad- 
vancements toward standards unthought of a 
quarter of a century ago. Long enough to have 
learned that this business of ours is a mutual 
enterprise; that only through what we learned 
from you have we been able to provide the 
kind of merchandise you want, and the type of 
service your business should have. 


WILL ROSS, INCORPORATED 


Wholesale Distributors and Manufacturers 
of Hospital Supplies 
3100 WEST CENTER ST MILWAUKEE, WISCONSIN 
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HOSPITAL ACTIVITIES 
(Continued from page 16A) 

Dr. J. J. Donahue, president-elect of the Belleville guild, 

recounted some of the activities of the local guild, enumerat- 


ing among others the health work in the parochial schools, 
the health column maintained by the members in the diocesan 


Catholic weekly, The Messenger, the campaign made by the 
guild to enlist the co-operation of the retail drug firms 
throughout the diocese in not displaying contraceptive 
literature. 

Six in Graduating Class. Six seniors of St. Mary’s Hospital 
School of Nursing, Quincy, received diplomas after complet- 
ing their nursing education. 

Indiana 

Crown Queen of May. The sodalists of St. Anthony’s Hos- 
pital School of Nursing, Terre Haute, held their annual 
coronation service in the hospital chapel on May 28. Rev. 
Joseph Duffy delivered the festal sermon and gave the bene- 
diction. Prefect Charlotte Wielkerwicz, dressed as a bride 
and attended by a court of honor, crowned the Blessed Virgin, 
Queen of May. 

The Terre Haute Chapter of the National Federation of 
Catholic Nurses attended the service in a body as a climax 
of their observance of the fourth Sunday in May as Federa- 
tion Day. 

Plan Hospital Guild. Plans for organizing a hospital guild 
at Margaret-Mary Hospital, Batesville, were discussed at a 
recent meeting held at the hospital. Forty-three ladies from 
Batesville and surrounding communities attended. The plans 
call for the establishment of chapters or branches in neigh- 
boring communities functioning under the direction of the 
guild proper. 

56 Seniors Graduate. The 56 seniors in the graduating 
class of St. Vincent’s Hospital School of Nursing, Indian- 
apolis, received their certificates of graduation at ceremonies 
held in SS. Peter and Paul Cathedral. The diplomas were 
presented by Rt. Rev. Msgr. Raymond R. Noll, P.A., S.T.D., 
rector of the cathedral and vicar-general of the diocese. More 
than 1,200 persons from all parts of the state filled the 
Cathedral. 

Iowa 

Class of Ten. Mercy Hospital School of Nursing, Cedar 
Rapids, held its graduation exercises in the Immaculate Con- 
ception auditorium. Ten seniors, including two nuns, received 
certificates of graduation. The commencement address was 
given by Rev. John J. Keefe of St. Louis University. 

Four Graduates. Four graduates of St. Thomas Mercy 
Hospital School of Nursing, Marshalltown, were awarded 
their diplomas at commencement exercises held in St. Mary’s 
auditorium. Rev. Francis J. McEnany, hospital chaplain, 
delivered the address to the graduates. 

Bishop Presents Diplomas. Most Rev. Edmond Heelan, 
bishop of the Diocese of Sioux City, presented diplomas to 
11 senior nurses of St. Vincent’s Hospital School of Nursing, 
Sioux City. The diplomas were conferred in the hospital 
chapel, following a Mass celebrated by His Excellency. Rev. 
Joseph Trunk, president of Trinity College, delivered the 
commencement address. A banquet was served to the grad- 
uates and their relatives. 

39th Commencement. Diplomas were given to 34 nurses 
at the thirty-ninth commencement exercises of St. Joseph’s 
Hospital School of Nursing, Sioux City. 

Kansas 

Bimonthly Paper. St. Margaret’s Hospital School of 
Nursing, Kansas City, publishes a bimonthly paper called 
The Margarethan. It is under the supervision of Sister Hilde- 
gardis, superintendent of nurses; Miss Mildred Reedy is 


editor-in-chief. The paper was first issued in May. 
(Continued on page 21A) 
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BUYING PROMISES 


The general practice among hospitals to call for bids is excellent where precise specifications can be given. 
In the purchase of surgical instruments the quality beneath the surface cannot be specified. 


There are but few men who have made surgical instruments a life study; none but they can instantly recognize quality 
) ) ) £ 1 ) 
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The alert hospital buyer never compromises with promises of “just as good”—he specifies the make he desires. 
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HIGH QUALITY AND LOW PRICES DO NOT GO TOGETHER. 
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HOSPITAL ACTIVITIES 
(Continued from page 18A) 
Kentucky 

Archbishop Confers Diplomas. Most Rev. John A. Floersh, 
D.D., archbishop of Louisville, conferred diplomas on 13 
graduates of St. Anthony’s Hospital School of Nursing, Louis- 
ville. Commencement day opened with a solemn high Mass 
celebrated by Very Rev. Symphorian Weiner, O.F.M., in the 
hospital chapel. At 3 p.m., diplomas were presented in the 
school auditorium. At 7 p.m., a homecoming banquet was 
sponsored by the Nurses’ Alumnae Association in the school 
auditorium with the graduating class as guests of honor. 

Infirmary Graduates Nurses. St. Joseph’s Infirmary 
(Nazareth School of Nursing), Louisville, held graduation 
exercises for 17 seniors in the hospital chapel. 

Louisiana 

High Caloric Diet Fund. Seven-hundred student nurses in 
seven New Orleans hospitals solicited for a high caloric diet 
fund, sponsored by medical social workers and nursing groups 
of participating hospitals. The money will be used to provide 
food with high caloric content for patients who have been 
treated at the hospitals and clinics. Sister Mathilde, case 
consultant in the social-service department of Charity Hos- 
pital, is director of the drive. Hospitals taking part in the 
drive are Charity, Baptist, Mercy, Flint-Goodridge, and 
Touro Infirmary, Hotel Dieu, and Hutchinson Memorial 
Clinic. 

Maine 

Fire in Maternity Wing. Nuns, nurses, and firemen re- 
moved 26 persons, including nine newborn babies, to safety 
when fire swept the St. Vincent’s maternity wing of Sisters’ 
Hospital, Waterville. Sister Camilla Campbell, superintendent 
of the hospital, who was convalescing from a recent illness, 
directed the rescue work and collapsed after the ordeal. 


Michigan 

Doctor’s Staff Organized. Organization of the doctors’ staff 
of Mt. Carmel Mercy Hospital was recently completed with 
election of officers. Dr. Louis J. Gariepy was named chief-of- 
staff and Dr. E. D. Margrave of Royal Oak, vice-president ; 
Dr. Carl F. Ratigan of Dearborn, corresponding secretary 
and treasurer and Dr. E. F. Ducey, general secretary. More 
than 200 physicians and surgeons applied for membership 
The hospital is under the care of the Sisters of Mercy, and 
it was opened on January 16 with a capacity of 325 beds. 

Seniors Receive Diplomas. Archbishop Edward Mooney 
presented diplomas to the seniors of St. Mary’s Hospital 
School of Nursing, Detroit, at the annual commencement 
exercises in the chapel. The baccalaureate sermon was 
preached by Rev. Joseph J. MclIsaac, archdiocesan director 
of hospitals. At the conclusion of the ceremony, solemn 
benediction was given by Archbishop Mooney. 

Nurses Graduate. Thirty-seven nurses were graduated 
from Providence Hospital School of Nursing, Detroit. Auxil- 
iary Bishop Stephen S. Woznicki celebrated Mass and pre- 
sented the certificates of graduation. 


Minnesota 

St. Joseph’s News. Recently, St. Joseph’s Hospital in St. 
Paul held its annual intern homecoming banquet. More than 
100 former interns responded. Dr. E. T. Bell, professor of 
pathology at the University of Minnesota, was the guest 
speaker. Eight interns graduated this year from St. Joseph’s 
Hospital. 

The recent homecoming celebration of St. Joseph’s Nurses’ 
Alumnae Association brought 250 nurses from all parts of 
the country. The program opened with a Mass for the 
deceased members at 8 a.m., and closed with benediction of 


(Continued on page 22A) 
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(Continued from page 21A) 

the Blessed Sacrament at 7 p.m. The oldest member present, 
Sister Julitta of Grand Forks, N. D., labored in Cuba during 
the Spanish-American War. 

On Hospital Day, St. Joseph’s School of Nursing graduated 
a class of 44 nurses in the Jeanne d’Arc auditorium of the 
College of St. Catherine. The commencement address was 
delivered by Very Rev. Louis J. McCarthy, Ph.D., of St. 
Paul Seminary. Dr. Ernest M. Hammes, vice-president of 
the staff, presented the candidates for diplomas; and Dr. 
Paul H. Kelly, president of the staff, conferred the diplomas. 

State Hospital Convention. On May 25, members of the 
Minnesota State Hospital Association gathered in the St. 
Paul Hotel, St. Paul, for their sixteenth annual three-days 
Nearly 2,000 hospital administrators, nurses, 
nursing supervisors, members of boards of trustees, medidal 


| men, and other allied groups met. 


At a dinner meeting in St. Joseph’s Hospital, St. Paul, 
Rev. John Gregory 
Murray, S.T.D., archbishop of St. Paul, was the principal 


| speaker. His Excellency lauded the Minnesota Hospital Serv- 


ice Association as one of the best non-profit hospitalization 


| insurance plans in the United States. “There is no room for 


a promoter to make a profit in hospital insurance,” he said. 


| “All available money should be used to provide the maxi- 


mum of hospital care for the patient. In this respect the 


| Minnesota Hospital Service Association plan is outstanding 


in the United States.” 
In a report made by Mr. A. G. Stasel of Minneapolis, 


| president-elect for 1940, as chairman of the governmental 


affairs council, he reported receiving letters, in response to 
an inquiry, from all Minnesota representatives and senators 
starting their opposition to drastic socialization of medicine. 
The hospital association is opposing provisions of the Wagner 
bill which would set up a huge national health program 
financed by public funds. 

Some of the speakers at the convention were: Dr. M. T. 
MacEachern of Chicago, associate director of the American 
College of Surgeons and president of the International Hos- 
pital Association, Dr. B. W. Caldwell of Chicago, executive 
secretary of the American Hospital Association; Dr. Basil 
McLean, superintendent of the Syrong Memorial Hospital at 
Rochester, N. Y.; Dr. R. C. Buerki of Madison, Wis., presi- 
dent of the American College of Hospital Administrators; 
Mrs. Gertrude M. Fife of Cleveland, treasurer of the Na- 
tional Association of Nurse Anesthetists; and Dr. George 
Earl of St. Paul, president of the Minnesota State Medical 
Association. 

The annual convention dinner was held on May 26, at 
which speeches were delivered by Drs. McLean and Earl, 
and Dr. William A. O’Brien, professor of preventive medicine 
at the University of Minnesota. 

Mother Conchessa, superintendent of St. Joseph’s Hos- 
pital in St. Paul, was elected to the office of second vice- 
president. 

Women’s Council Meets. The Minnesota Council of Cath- 
olic Women, composed of representatives of 50,000 organized 
Catholic women from all parts of the state, attended the 
twelfth annual spring conference of the organization on May 
25, at the College of St. Catherine. More than 500 members 
and clergymen of the various dioceses filled the Health Cen- 
ter at a noon luncheon. Msgr. James C. Byrne, vicar-general 
of the Archdiocese of St. Paul, was celebrant of a holy Mass 
in Our Lady of Victory Chapel. Business sessions were con- 
ducted in the Jeanne d’Arc auditorium. Mrs. Thomas O’Neill 
of St. Paul was named president of the council; she succeeds 
Mrs. Thomas P. Ryan of Minneapolis. 


(Continued on page 24A) 
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Here are some of Wyandotte Detergent’s advantages: 


1. Even the most careless worker will find it almost 
impossible to harm surfaces being cleaned. 


2. Soiled painted surfaces can be washed many 
times without scratching or dulling the paint film. 

3. Cleans so thoroughly and rinses so completely 
that it leaves no deposit or slippery film on washed sur- 
faces to attract or hold soil, or to cause accidents. 


4. Tests show that it is almost impossible in ordi- 
nary cleaning procedure to scratch, scar or dull 
painted, enameled or marble surfaces or plumbing 
fixtures of any kind. 

5. Wyandotte Detergent can be used safely for all 
maintenance cleaning and also for (1) washing soiled 
painted surfaces, (2) cleaning tiled and enameled 
surfaces, (3) mopping floors of all kinds, and (4) wash- 
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Medical Society Meets. The Minnesota State Medical 
Society held its eighty-sixth annual convention in Minne- 
apolis during the first week in June. More than 3,000 doctors 
from the entire state attended. 

Nurses’ Institute. More than one-hundred nurses repre- 
senting schools of nursing in seven states attended a three- 
day institute at the College of St. Teresa, Winona, on May 
22, 23, and 24. The theme of the institute was “Examina- 
tions and Other Methods of Evaluation.” Representatives of 
Minnesota, Iowa, Wisconsin, Colorado, Missouri, Indiana, 
and Ohio State Examining Boards were present. Sister Mary 
Aloysius, president of the college, greeted the guests at the 
opening session, and Miss Daisy Dean Urch, director of the 
department of nursing education, presided. Dr. Ralph W. 
Tyler of the department of education of the University of 
Chicago gave the opening paper, “The Qualities of a Good 
Examination.” 

Other papers included: “Testing Nursing Aptitude” by 
John G. Darley, Ph.D., University of Minnesota; “State 
Board Examination” by Leila Halverson; “Rating Scales” 
by Lucile Petry; “Who Shall Fail” by Sister M. Domitilla; 
“The Examination as a Teaching Tool” by Sister M. Ancina; 
“The Evaluation of a Nursing Procedure”; “Types of Ex- 
amination Questions”; and “The Comprehensive Examina- 
tion.” 

Erect Hospital Addition. Construction work has been 
started on an addition to St. Mary’s Hospital in Detroit 
Lakes, which will be large enough for 75 beds and several 
equipment rooms. It will be a two-story addition with a full 
basement. The Sisters of St. Benedict who took over the 
institution, the former Community Hospital, on March 1, 
have found that immediate expansion is necessary. At pres- 
ent the institution has a capacity of 26 beds but has had 
to take care of a daily average of 30 patients. 

Sister Bennet, former floor supervisor, has assumed the 
post of superintendent of the hospital. Sister Boniface, who 
was head of the institution when it opened, has retired be- 
cause of serious illness. 

Class of 61 Graduates. Sixty-one seniors were graduated 
from St. Mary’s Hospital School of Nursing, Rochester. 

42 Nurses Finish. A class of 42 nurses graduated on Hos- 
pital Day from St. Joseph’s Hospital School of Nursing, 
St. Paul. Rev. Louis J. McCarthy of St. Paul Seminary was 
the commencement Speaker. 

Missouri 

Nine Receive Diplomas. Six girls received diplomas from 
St. Joseph’s Hospital School of Nursing, Boonville, at evening 
exercises held in SS. Peter and Paul’s Parish school hall. 
Three Sister-nurses were graduated from the school of nurs- 
ing in a private ceremony held in St. Joseph’s chapel in the 
morning. 

Montana 

St. James School. On Hospital Day, 12 seniors were gradu- 
ated from St. James Hospital School of Nursing, Butte. The 
exercises were held in St. Patrick’s Church at 4:30 p.m. Rev. 
John A. Delane of Laurin delivered the graduation address, 
and Rev. Edmund C. Hanna, hospital chaplain, presented the 
diplomas. In the evening the graduates were guests at a uni- 
form dance held in the school. 

In May, the student nurses crowned the statue of our Lady 
at the grotto on the lawn of the nurses’ home, at the hospital 
entrance, and in the chapel. Miss Mary Murphy, a member of 
the senior class, was selected May queen and was also 
crowned during the ceremony. The queen and her court, fol- 
lowed by 40 student nurses in uniforms, marched in a proces- 


sion. Short addresses were given on Mary, Queen of May, by 
(Continued on page 26A) 
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Clip this facsimile telegram blank—sign 

| your name and address—ring for a Postal 

boy—and in a few hours a copy of “Silent 

Nights” will be on its way to you, air mail, 

; with no cost or obligation. 

; Yes—it is that important. The tide of resentment 

, against the needless roar of flush valves is mounting 
higher and higher. The noise is so annoying—and so 

, needless. Now, regardless of what make of flush valve 

4 you have installed, the newly perfected Sloan 

; 

: Quiet-Flush equipment can materially reduce the 
roar. And if you have any one of the Sloan Royal, 

. Star, Crown or Naval models—Sloan Quiet-Flush equipment will make your flush 

1 equipment valve absolutely quiet—and virtually a new installation. 

- But we are not asking you to take our word for this. We will prove Sloan Quiet-Flush 

. equipment to you, in your own building, through a special introductory, free-trial offer. 

' Wire for booklet “Silent Nights” and learn how you may test and prove Sloan Quiert-Flush 

1e to your own satisfaction. Wire today—and be your own judge. 

V. 

. SLOAN VALVE COMPANY «+ CHICAGO 


4300 WEST LAKE STREET 


SLOAN 2%, VALVES 
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Cool, Airy Gowns 
Cost You Less 


Here’s a low priced, light weight, cool, com- 
fortable, patient’s summer gown. It’s so light 
and airy — wonderful for hot weather wear. 
The material of which this gown is made is 
different than any other. Hospitals that have 
standardized on this filmy pajama check gown 
teil us the laundering-life of the cloth is almost 
unbelievable. This longer life plus the fact 
that this gown is priced with the i est means 
a big saving to you. 

H 303 is constructed like a man’s shirt with 
shoulder seam and outside sleeve seam. Sleeve 
cuffs and bottom of the gown have woven 
selvage finish. Tape bound neck is yoke rein- 
forced. Made in small, medium and large sizes. 


We have other style gowns in this strong, airy, 


pajama check cloth. Gowns for the hot sum- 
mer months. Send the coupon for sample gown 
and special summer prices. 


MARVIN-N SSATZEL 


SINCE Bsn Neel) Net 18.45 


CORPoRATION 


TROY, 


MARVIN-NEITZEL CORPORATION 
5th and Federal Streets 
Troy, New York 
Please send sample pajama check gown H303 with special summer prices. 





Name 
Hospital 


Address 
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members of each class. Father Hanna delivered the festal 
address and pronounced the benediction. After the ceremony, 
the students were entertained at a tea, by the hospital Sisters. 


Nebraska 

Graduation Exercises. Commencement exercises were held 
in the morning of May 25 at St. Francis Hospital School of 
Nursing, Grand Island, for 21 students who completed their 
three-year training course. A pontifical high Mass was cele- 
brated by Most Rev. Stanislaus V. Bona, D.D., bishop of 
Grand Island, after which he presented the diplomas and 
spoke to the graduates. Rev. R. Maron delivered the bacca- 
laureate sermon. His theme was the nobility of the nursing 


| profession and the important factors for a nurse to remember 


in the practice of her profession to be successful and to merit 
her eternal reward. The services closed with solemn benedic- 
tion and the singing of the hymn, “Holy God.” The members 
of the Alumnae Association held their annual banquet on 
at which the graduating class were the guests of 
honor. A dance for all the members of the alumnae and the 
school followed the banquet. 

St. Francis School of Nursing was organized in 1920. Since 


| then more than 300 students have graduated from the school, 


following a three-year course in nursing education. Marked 


| progress and improvement have been made within the past 


year to provide adequate education and ideal opportunities 
and environment for the students. Noteworthy among these 
are the centralization of the facilities and housing for the 


| students, and the opening of a science laboratory within the 


building and employment of qualified instructors to teach the 
basic sciences in the school. St. Francis is the largest school of 
its kind in Nebraska, west of Lincoln; it maintains a student 
body from 65 to 70 students. The teaching staff is composed 
of members of the physicians’ staff, two full-time instructors 
with degrees in basic and nursing sciences, the director of the 
school, and the supervisors of the various departments. The 
Order of Poor Sisters of St. Francis Seraph of Perpetual 
Adoration (Province of St. Joseph) conduct this institution. 

19 Nurses Graduate. St. Elizabeth’s Hospital School of 
Nursing, Lincoln, graduated 19 senior nurses at its recent 
nineteenth annual commencement exercises. Dr. G. E. Lewis 
in the commencement address told the graduates that they 
should “become more like us doctors. Forget any inferiority 
complexes you may have acquired during your training. Ful- 
fillment of one’s own capacities is probably the most impor- 
tant thing in life, and the extrovert seems to do the best job 
of it.” 

New Jersey 

Diamond Jubilee of Hospital. The diamond jubilee of St. 
Francis Hospital, Jersey City, was celebrated in April. His 
Excellency, Most Rev. Thomas J. Walsh of the Archdiocese 
of Newark, presided. The jubilee Mass was offered in St. 
Michael’s Church, across the street from the hospital. The 
church was filled with clergy, Sisters, doctors, public officials, 
and hundreds of the poor of the neighborhood who have been 
helped by the Sisters in years past. A dinner followed the 
church service. The institution is conducted by the Sisters of 
the Poor of St. Francis. 

Golden Jubilee of Order. The Sisters of St. Joseph of 
Newark inaugurated the golden jubilee celebration of their 
congregation on the feast of the Patronage of St. Joseph. A 
high Mass of thanksgiving was celebrated in each house of 
the community. The Sisters conduct hospitals, schools, or- 
phanages, homes for working girls, homes for the blind, etc., 
in England, Scotland, Ireland, Rome, the United States, and 


(Continued on page 29A) 
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Canada. The congregation originated at Nottingham, England, | 
and Rev. Mother M. Evangelista, now deceased, was the | 
foundress and first superior-general. 
New York 

Course in Hospital Operation. A two-weeks course in hos- 
pital operation will be given, July 10-22, in the summer 
school of the department of hotel administration at Cornell 
University, Ithaca. The class will be conducted by Dr. Joseph 
C. Doane, superintendent of the Jewish Hospital in Philadel- 
phia, and Dr. Nathaniel W. Faxon, director of the Massachu- 
setts General Hospital. The course will include a study of the | 
operation of the modern hospital, with lectures and round- 
table discussions based on actual problems. Among the topics 
to be treated will be: hospital organizations, the organization 
of the medical staff, hospital inventories, the dietary depart- | 
ment, maintenance of property, the hospital laundry, hospital 
accounting and collections, the nursing department, technique 
of making rounds, the boards of trustees, hospital ethics, and | 
hospital intangibles. 

The summer work at Cornell University is designed exclu- 
sively for experienced employees who are actively engaged in 
hospital, hotel, restaurant, or club work. Prospective students 
must give evidence of good character, of sincerity, and of 
interest in their particular field of work; selections will be 
made by the Committee on Admissions, whose decisions will 
be final. The tuition charge will be $11 a week. 

Drive Realizes $9,248. The sum of $9,248 was realized 
from the annual two-weeks spring drive of Lourdes Hospital 
Guild of Lourdes Hospital, Binghamton. Donations were re- 
ceived from New York City and other large centers. The 
proceeds were given to Sister Angelica, superior of the hospi- 
tal, for the care of the indigent sick. 

Bishop Speaks to Graduates. Bishop Walter A. Foery of | 
Syracuse addressed the 20 young women who made up the 
1939 graduating class of St. Joseph’s Hospital School of 
Nursing, Syracuse. 

Lectures on School-Nursing Career. Dr. William Paul 
Brown of the State Education Department, Albany, gave a | 
lecture on school nursing as an attractive career at St. 
Joseph’s Hospital School of Nursing in Syracuse. A report of 
Dr. Brown’s lecture was made in The Catholic Sun of 
Syracuse: 

As a life work, the influencing of citizens along lines that 
would make for lessening of handicaps and illnesses, appears 
attractive to many nurses. Results are significant in all 
branches of public health, consequent upon the expanded 
teaching of individual action concerning health. 

School nurses have the satisfaction of being aware of im- 
mediate results of their work, in addition to the long-time 
benefits which are easily appreciated. The variety of the 
functions at schools and in visiting of the parents makes the 
program for nurses additionally attractive. Requirements for 
employment, however, include special education, described by 
Dr. Brown, and suiting the nurse for teamwork with other 
members of the school staff. An extra year of college study 
would bring this total of education, and it is repaid by the 
continuity of employment which would result, as well as the 
satisfaction derived from the progressive objectives and 
achievements of the work. 

Catholic schools are already becoming known for the good 
co-operation shown in projects in health. Tuberculosis-con- 
trol projects find the parents alert to take advantage of the 
opportunity to know of this common ailment and of the steps 
to lessen the chances of such a breakdown of health. There- 
fore, the skin tests and X-rays are well accepted in Catholic 
schools. 





(Continued on page 30A) 
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TRANSPARENT 
TUBING 
REVEALS 
UNIFORM 
EXPANSION 
AND 100% 
WALL 
CONTACT OF 


FAULTLESS 


RUBBER 


OA Gnip EXPANSION SOCKET 


Once you see this amazing demonstration of a Faultless 
expanded socket in transparent tubing, you'll fully 
understand its claims to superiority. 


HERE ARE THE REASONS 


- The flexible rubber sleeve is of tough consistency especially 
compounded for this purpose and expands evenly from top to 
bottom—100% wall contact. 


Simple construction—no cones, springs or ferrules—nothing to 
get out of order. Uniform expansion. 


- The socket is permanently attached to caster — providing 
surplus strength, no wobbling. 


. The rubber sleeve is shock-absorbing—eliminates noise and vi- 
bration. Seals end of tubing—vermin proof, 


The BA Caster itself matches the Full-Grip Socket in 
surplus strength, safety and durability. It provides a 
complete Faultless unit especially designed for hos- 
pital use. Write for HP-6 Catalog before ordering. No 
obligation. 


eee oe Cees Gelel a tel © Baler. 
EVANSVILLE, INDIANA 


Representatives in Principal Cities. Canadian Factory: Stratford, Ontario 
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THE HILL-ROM COMPAN 





We aren't being facetious — that just 
seemed like an expressive way of saying 
what we mean. Surely a hospital can 
be said to have “IT”? when everything 
possible has been done to make it at- 
tractive. Functional efficiency? Of 
course you must have that. But if to 
expert medical care and low voiced, 
soft-footed, swift service is added the 
beauty of h lil furnishi and 
interior decorations, the hospital will 
earn a much greater public apprecia- 
tion and patronage. 
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That is where HILL-ROM come in. 
They are more than just manufacturers 
of fine, colorful, artistic wooden furni- 
ture. They are hospital furnishing and 
decorating EXPERTS. They will be glad 
to give you consultation service entirely 
without obligation. Their service covers 
the whole hospital: private rooms and 
wards, nurses’ quarters, solaria, recep- 
tion and waiting rooms, dining rooms, 
offices, lobbies. They can show you a 
wide variety of suites, pieces and styles, 
at prices within the limits of any 
budget. 





A private room suite 


(Left) 


in mahogany — No. 115 


BATESVILLE 
INDIANA 


Makers of ARTISTIC FURNITURE and EQUIPMENT for HOSPITALS 
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Errors common in family life were advanced by Dr. Brown 
as attractive objectives for attention by school nurses. The 
overtiredness, the failure to relax daily, the over-sweet di- 
etary, the frequent snacks and eating between meals are all of 
small consequence if considered separately, but on long con- 
tinuance there results the physical defects and diseases com- 
mon in children of the schools of the nation. Faulty teeth and 
poor bone growth come from distorted diet, and there are 
nervous and digestive disorders from prolonged fatigue. 

School Commencement. St. Mary’s Hospital School of 
Nursing, Brooklyn, held its fiftieth annual commencement 
exercises in the Hotel St. George. Rt. Rev. Msgr. Edward P. 
Hoar, V.G., presided. Rt. Rev. Msgr. Fulton J. Sheen of the 
Catholic University of America, addressed the graduating 
class. 

Pharmacists Meet. The regular meeting of the Association 
for the Advancement of Professional Pharmacy was held re- 
cently in the Hotel Dauphin, New York City. Ninety-four 
members and guests were present. The guest speaker was Mr. 
O. U. Sisson of Chicago, chairman of the interprofessional 
relations committee of the National Association of Retail 
Druggists. Mr. Sisson spoke on pharmacy organizations and 
the need of more organization in the professional pharmacy 
field. As a member of the A.A.P.P., he volunteered to help in 
the organization of various chapters of the A.A.P.P. through- 
out the midwestern and western parts of the United States, 
where at present there are numerous active members. 

Dr. J. Leon Lascoff of Columbia University College of 
Pharmacy, president of the A.Ph.A., continued the series of 
instructive lectures, featured at the association meetings, with 
a talk on “The Business Problems of the Professional Phar- 











macy.” Other speakers were: Dean Charles W. Ballard of 
Columbia College of Pharmacy; Mr. K. W. Unsworth and 
Mrs. May O’Connor, president and secretary respectively of 
the Westchester County Pharmaceutical Association. Several 
manufacturers and specialists in professional pharmacy win- 
dow displays presented a series of actual full-sized window 
displays suitable for a professional pharmacy. 


Ohio 

Cancer Foundation Opens Drive. An educational and fund- 
raising campaign of the Cancer Research Foundation of the 
Institutum Divi Thomae, Cincinnati, was opened recently 
with an address by Rev. Cornelius H. Jansen, member of the 
faculty of the institute and widely known _bio-physicist. 
Speaking before the Hamilton Federation of Catholic Women 
at the Fremont recreation center, the noted priest-scientist 
outlined the threefold approach to the cancer problem being 
conducted by the foundation. 

“It is the intention of the foundation,” Father Jansen 
pointed out, “to educate the public as to the seriousness of 
cancer and the need for prompt medical action in fighting the 
disease. With the help of subscribing members to the founda- 
tion, we shall shortly open a cancer clinic and hospital where 
the afflicted, unable to receive expert medical care for finan- 
cial reasons, will be competently treated. 

“But education and hospitalization,” Father Jansen insisted, 
“must go hand-in-hand with research. The keystone of the 
foundation’s approach to the cancer problem is scientific in- 
vestigation.” He then outlined the cancer research in progress 
at the Institutum Divi Thomae under the direction of Dr. 
George Sperti, internationally acclaimed Catholic scientist 
and member of the Pontifical Academy of Sciences. 


(Continued on page 32A) 
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Depend upon Baxter’s tested 
laboratory purity 


Baxter’s Intravenous Dextrose and Sa- 
line Solutions in Vacoliters are tested 
and retested for purity and sterility. 
Then they are packed in Vacoliters.. . 
in high vacuum to guard their sterility 
. .. and closed with a tamper-proof metal 
seal that shuts out contamination. 

Months of storage, of waiting to be 
used, cannot change the tested labora- 
tory purity of Baxter’s. 

To you that is important. It means 
your hospital can keep enough Baxter’s 


always on hand to meet unexpected 
needs, even emergencies. It means that 
you will never have to delay while fresh 
solutions are prepared in the pharmacy. 
It means that you need not worry over 
the purity or the sterility of the dex- 
trose and saline solutions used in your 
hospital. 

Baxter’s are pure and safe; they are 
in convenient Vacoliters. The Vacoliter 
prevents any change; keeps the solu- 
tions sterile always. 


The fine product of 
BAXTER LABORATORIES 


GLENVIEW, ILL., COLLEGE POINT, N. Y., GLENDALE, CAL., TORONTO, CANADA, LONDON, ENGLAND 


Produced and Distributed on the Pacific Coast by Don Baxter, Inc., Glendale, California 


Distributed East of the Rockies by 


AMERICAN HOSPITAL SUPPLY CORPORATION 


Chieago « New York 
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Favorable Impressions 


Do your student nurses make a favorable 
first impression ? 


Does their appearance measure up to your 
hospital’s high standards? 


When your student nurses wear Snowhite 
Tailored Uniforms, you have provided 
them with uniforms that DO make a favor- 
able first impression and help you to main- 
tain a high standard of service for your 
nursing department. 


If your student nurses are not wearing 
Snowhite Tailored Uniforms at present, 
write us for a sample uniform and com- 
plete information. 


= ' Garment Mfg. Co. 


2880 N. 30th Street » Milwaukee, Wisconsin 
MEMBER, HOSPITAL INDUSTRIES ASSOCIATION 


TAILORED UNIFORMS 
and HOSPITAL APPAREL 
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“While I must emphasize that Dr. Sperti’s work has not led 
to a cancer cure,” Father Jansen concluded, ‘nevertheless, 
these investigations indicate that definite progress is being 
made. Will these investigations eventually lead to a cure? 
Time and a vast amount of research will ultimately answer 
the question.” 

Mass for Nurse-Delegates. In conjunction with the con- 
vention of the Ohio State Nurses’ Association at Hotel Cleve- 
land, Cleveland, May 3 to 6, the members of the Diocesan 
Federation of Catholic Nurses attended a special Mass for 
Catholic delegates to the convention, celebrated on May 6 in 
St. John’s Cathedral. A breakfast was served immediately 
after Mass, at which Rt. Rev. Msgr. Floyd L. Begin, S.T.D.., 
spoke on “Social and Religious Opportunities in Nursing.” 

Monsignor Begin said that the nursing profession was a 
“kind of leaven for the whole framework of society.” “There 
is no other profession in the world,” he pointed out, “that has 
such extensive contacts as the nursing profession. You reach 
the rich and the poor, monarchs and slaves, saints and sinners 
the weak and the strong, the children and the aged. Very few 
individuals escape your influence. 

“Since the nurse’s contact with the human race is so com- 
plete, it makes a difference what a nurse is and what she 
thinks, says, and does — because she affects all society. As an 
individual nurse, she comes in contact with her different pa- 
tients, their families, and her community — affecting all for 
good or evil. As an organized group, the nurses can and should 
affect public opinion in all manner of legislation which is in 
any way related to their field. 

“Your profession,” he said, “has the same purpose as the 
Church; it has the same purpose as creation — protecting 
society and restoring life. As nurses you deal with most 
precious materials. You work entirely around human 
beings — made of body and soul! Directly you treat their 
bodies. You cannot avoid influences and souls as well. 

“As nurses, knowing why you are alive,’ he concluded. 
“you have a right to keep others alive. If you did not 
know the purpose of your own life, all of the lives with 
which you deal, all your efforts would be illogical. There 
would be no glory in preserving a life if you knew not its 
destiny. Knowing the fullness of life — eternal life and life 
here below — you can follow your glorious profession having 
the confidence of the world at large — holding the heart of 
the state and nation in your hand.” 

Commencement Exercises. The Sisters of the Holy Cross 
held their thirty-third annual commencement at Hawkes 
Hospital of Mt. Carmel School of Nursing, Columbus, with 
a class of 36 young women. Rt. Rev. Msgr. John J. Murphy. 
pastor of Holy Rosary Church and superintendent of paro- 
chial schools in the diocese, presided at the exercises and 
delivered the address to the graduates. 

Wing Formally Opened. The new, $100,000 wing of St 
Anthony’s Hospital, Columbus, has been formally opened. 
Eleven rooms have been furnished by prominent persons of 
the city in memory of their loved ones. 

The newly organized Cloverleaf Club is an organization 
formed for the purpose of modernizing obsolete equipment in 
the original building, and in aiding the Sisters of the Poor of 
St. Francis in their great work of furnishing hospitalization 
for the needy. St. Anthony’s Hospital was established in 
1890. 

Mercy Graduates 11. Eleven nurses received diplomas 
from Mercy Hospital School of Nursing, Hamilton. 

“Nurses in the Making,” a sound film, was a special fea- 
ture of the National Hospital Day program at Mercy Hos- 
pital. The film depicted the preparations necessary to enter 


(Continued on page 34A) 
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EW from stem to stern; packed with inherent 
advantages, the G-E Model”C” Unit has been 
built to enhance the benefits of electrosurgery. 
This is its introduction to the medical profession. 
So complete and refined is the method of con- 
trol that the surgeon may have at the electrode 
tip just the quality and quantity of high-frequency 
current desired for the work at hand, whether it 
be the delicate coagulation of some growth or 
transurethral prostatic resection. 


Factory-adjusted self-compensating gaps of an 
entirely new type are incorporated. They assure 
an unfailing supply of smooth current for cutting, 
desiccating, or coagulating. So closely calculated 
have been the factors of heat expansion and so 
nicely engineered the gaps, that even long con- 
tinued operation will not cause a change in the 
spacings. You will appreciate that this feature 
spells real dependability. 


From the beautiful streamlined case to the 
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Introducing — 


The G-E Model “’C’’ 
Electrosurgical Unit 


smallest integral part of the unit there is excel- 
lency of manufacture, soundness of design, and 
indication of long, satisfactory, economical life. 
There are many other advantages that would be 
of interest to you, such as for instance the rea- 
sonable price. 


Send Gor Descriptive Catalog ! 


You will want to study this book, for not only does 
it tell the complete story of the G-E Model “C” 
Electrosurgical Unit but also reprints authoritative 
information regarding electrosurgery. We would 
appreciate your addressing your request for a 
copy to Department F36. 


GENERAL ‘%) ELECTRIC 
X-RAY CORPORATION 


2012 JACKSON BLVD. CHICAGO, ILL. 
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HOT WATER PLATES AND COVERS 
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SERVED RIGHT! 


SALADS AT 38° 


ICE CR°AM AND 
ICES AT ZERO 


with 
Muirdale Tray Conveyors 


That is exactly what we mean! You can serve 
every kind of food at exactly the right tempera- 
ture and humidity. Ices at zero, salads at 38° 
Fahrenheit and hot foods and beverages at 14° 
Fahrenheit, all from the same Muirdale Tray 
Conveyer. 

Muirdale Tray Conveyors not only efficiently 
and economically deliver all foods toeach patient 
at exactly the right temperature and in t veir 


“COCR 
HOT FOODS AT 140° 


Write for most palatable form but also reduce breakage of 
folder glassware and dishes and permit the preparation 
“Smiling of all food in a central kitchen thereby allowing 


’ present auxiliary diet kitchens to be converted 
into income producing rooms. 

iI) Designed by a sanitorium superintendent, in 

H | collaboration with food service experts, Muirdale 

1 | Tray Conveyors have been time tested and proved 

in a large number of hospitals and institutions. 


| A. L. KIEFER COMPANY 
| MILWAUKEE, WISCONSIN 


Patients’ 
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a school of nursing and the educational advantages for a 
student in the nursing school. The picture was accompanied 
by a brief survey of the field open to graduate nurses and 
of the aims of Mercy School of Nursing in particular. A 
conducted tour through the school and the hospital followed. 

Chapel Construction Under Way. On June 1, a ground- 
breaking ceremony was held for the construction of the 
new $50,000 St. Dymphna’s Chapel at Longview Hospital, 
Cincinnati. Mr. and Mrs. Joseph Hummel, Jr., of Cincinnati, 
who recently donated $10,000 to the chapel fund, turned the 
first spade of earth. Archbishop McNicholas gave Rev. 
Firmin Oldegeering, O.F.M., chaplain at Longview and gen- 
eral chairman of the building project, permission to proceed, 
since contributions have brought the fund “within sight” 
of the goal required to undertake the project. 


Pennsylvania 

Meeting Extols Group Plan. The non-profit group hos- 
pitalization plan was extolled by speakers at a dinner-meeting 
in the Hotel Schenley, Pittsburgh, on May 23, as being a 
most convenient and practical method of providing for un- 
predictable hospital bills. The meeting was held in observance 
of the one-hundred thousandth member having been enrolled 
by the plan which is administered through the medium of 
the Hospital Service Association of Pittsburgh. Mr. Ralph 
W. Harbison, vice-president of the association, presided, and 
Mr. Frank J. Chesterman, vice-president of the Bell Tele- 
phone Company of Pennsylvania, was toastmaster. 

The speakers included Dr. George R. Harris, secretary of 
the Allegheny -County Medical Society; Mr. Gordon Huth, 
assistant director of industrial relations, United States Steel 
Corporation; and Mr. Abraham Oseroff, secretary of the 
Hospital Service Association of Pittsburgh and president of 
the Hospital Association of Pennsylvania. All of them paid 
tribute to the remarkable development of the plan, because 
of the increased number of participating hospitals as well 
as the increased number of persons on register. The plan was 
started early last year, and now there are 57 hospitals taking 
part in the movement representing 16 counties throughout 
western Pennsylvania. Mr. H. Lee Mason, Jr., is president 
of the association. 

The participating hospitals guarantee that any person pro- 
tected by the hospital-sponsored plan will receive hospital 
treatment when the need arises. Only the recommendation of 
the member’s own physician is necessary to gain hospital 
entry. After such recommendation the member simply pre- 
sents a membership card in the association at the hospital 
lobby in which he seeks admission. Three types of protection 
are available. An employed person may limit the protection 
to himself or herself, may include husband and wife, or the 
entire family. The family plan includes the husband, the 
wife, and all the dependent children under 19 years of age. 
No physical examination is required to become a member. 
Twenty-one days of hospitalization for each person are 
available, and these 21 days may be taken in one or more 
admissions. The plan makes all the hospital extras avail- 
able to each member; these extras include the use of the 
operating room as often as necessary, anesthesia, ordinary 
medications, ordinary dressings, routine laboratory service, 
and ordinary X-ray. The movement was established foliow- 
ing the passage by the last general assembly of Pennsylvania 
of special enabling legislation, which now permits the hos- 
pitals throughout the entire Keystone State to co-operate in 
extending their facilities to the men, women, and children 
of the commonwealth. 

Gets $10,000 Bequest. Mercy Hospital in Johnstown re- 
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Invcstiqate 


THIS intial NEW A ANGEMENT 


MODERN ANESTHESIA, 
THE HI-CO 


CO. DETECTOR 


S ELIMINATES THE DANGER of patient 


breathing unusual quantities of Carbon Dioxid. 


ee INDICATES CLEARLY and positively whether 


or not soda lime is functioning properly. 


s WARNS ANESTHETIST when soda lime 


should be changed. 


@ FITS YOUR GAS MACHINE @ CONTINUALLY ECONOMICAL 
@ OPERATES WITH EXTREME EASE @ LOW IN COST 


A NEW AND IMPORTANT SAFEGUARD 
in the administration of anesthetics that gives 
the anesthetist a feeling of ease and certainty 


never before experienced. 


THE OHIO CHEMICAL & MFG. CO. 


— = PIONEERS AND SPECIALISTS IN ANESTHETICS 
MAIL THE | ) fet) s1177 MARQUETTE ST. CLEVELAND, OHIO 


it : Branches in All Principal Cities 
COUPON 4 
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HOSPITAL PROGRESS 





SUNFILLED 


PURE CONCENTRATED 


ORANGE JUICE 


Just the water taken 
out. Nothing added. 


No sugars 

No acids 

No flavorings 
No preservatives 


No adulterants 





PURE CONCENTRATED 


Make your ORANGE 


orange juice 
cost only 


60c 


Per Gallon 











Concentrated by vacuum without heat to a 10 to 1 con- 
sistency. Reduces the natural fruit sugars to such an extent 
that they act as nature’s own preservative and pasteuriza- 
tion is not necessary. 

When the water is returned at the point of consumption 
the reconstituted juice retains with remar<able fidelity the 
fruit flavors, vitamins and food values natural to the fresh 
fruit juice. 

Hospital Administrators and Dietitians will find real 
economy in the use of Sunfilled Orange and Grapefruit 
Concentrates — they eliminate the waste, decay and labor 
incident to the use of fresh fruit. 

Easily and quickly prepared — just add the water — 9 


parts to 1 — and it is ready to serve. 


CITRUS CONCENTRATES, INC. 
800 Douglas Ave. Dunedin, Florida, U.S. A. 


New York Office: 545 Fifth Avenue _ 
Buffalo Office: 220 Delaware Avenue , D 


AMERICAN 








MEDICAL 
ASSN 
—__ 


CITRUS CONCENTRATES, INC. 
800 Douglas Ave., Dunedin, Fla. 


Please send sample and full dietetic information. 
Name 

Hospital 

Address 

City... 








June, 1939 


HOSPITAL ACTIVITIES 
(Continued from page 34A) 

ceived a bequest of $10,000 under the will of Dr. John B. 
McAneny of Cambria City, who died on March 21. 

Ground Broken by Cardinal. Dennis Cardinal Dougherty 
broke ground for the proposed Nazareth Hospital at Phila- 
delphia, to be conducted by the Sisters of the Holy Family 
of Nazareth. The first unit of the work will cost $500,000. 


Wisconsin 

Sanction Hospital Service Plan. Sanction was placed on 
the incorporation of the Wisconsin Hospital Service Cor- 
poration, which will make available low-cost hospitalization 
to groups of residents in the state of Wisconsin on a pre- 
payment basis, at a recent meeting of authorized representa- 
tives of the Wisconsin Hospital Association, the Wisconsin 
Conference of the Catholic Hospital Association, and the 
Wisconsin State Medical Society. Incorporation papers have 
been formally filed with the secretary of state. The first 
meeting of the corporation will be held on June 30 in 
Milwaukee, at which time representatives of the hospitals 
that will participate in the plan and representatives of their 
medical staffs will elect a board of directors to operate 
the service and to approve the by-laws. 

The incorporators of the new service are Dr. A. E. Rector 
of Madison, president of the Wisconsin State Medical So- 
ciety; Mr. Nels Hanshus of Eau Claire, president of the 
Wisconsin Hospital Association; and Sister Mary Syra of La 
Crosse, president of the Wisconsin Conference of the Cath- 
olic Hospital Association. Headquarters of the organization 


| will be in Milwaukee. 
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WILLIAM Director, Legal 
Department. National Catholic Welfare Conference, Wash- 
ington, D. C. Statement for the National Catholic Welfare 
Conference and Abstract of the Wagner Bill. 

Tue RicHT REVEREND MonsIGNOoR JoHN O’Grapy, PH.D., 
LL.D., Director, National Conference of Catholic Charities; 
Professor of Social Work, Catholic University of America, 
Washington, D. C. Statement for National Conference of 
Catholic Charities. 

REVEREND ALPHONSE M. ScHwWITALLA, S.J., PH.D., Presi- 
dent, Catholic Hospital Association, Dean, School of Medi- 
cine, St. Louis University, St. Louis, Mo. Statement for the 
Catholic Hospital Association. 

Mr. Bryce L. Twitty, President, American Protestant 
Hospital Association, Dallas, Texas. Statement for the Ameri- 
can Protestant Hospital Association. 

C. W. Muncer, M.D., Superintendent, St. Luke’s Hospital. 


_New York City, Past President, American Hospital Associa- 


tion. Statement for the American Hospital Association. 

EmMANvEL Hayt, LL.B., Counselor at Law, New York 
City. Some Medical Legal Problems of the Hospital. 

SIsTER MARIE IMMACULATE CoNncePTION, S.M., R.N.. 
Superintendent, Misericordia Hospital, New York City. Dis- 
cussion on Medical Legal Problems in the Hospital. 

E. M. Sutuivan, M.D., Chief-of-Staff, Our Lady of Vic- 
tory Hospital, Lackawanna, N. Y. Discussion on Medical 
Legal Problems in the Hospital. 

Miss ADELE ARNALL, M.T., Senior Technician, St. Joseph's 
Hospital, Sunnyside, Toronto, Ontario, Canada, The Laughlen 
Test. 








